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A New Book! Mesehan’s 


Roentgen Signs in 


This unique new book is one of the most effective 
aids to successful X-ray diagnosis yet developed. 
It largely eliminates the need to know or strongly 
suspect what disease your patient has before you 
can evaluate his X-ray film. 

This book is organized by type of X-ray appear- 
ance, rather than by disease. It aids you to study 
film: objectively and use them actively in arriving 
at a final diagnosis—rather than as mere confirma- 
tion of suspicions. Typical X-ray films of disease 
structures are identified. The author, aided by ex- 


W. B. SAUNDERS COMPANY ° 


Clinical Diagnosis 


plicit line drawings, explains structural changes that 
account for altered radiographic appearance. Classi- 
fication of roentgen signs in terms of changes in size. 
contour, architecture, density, position and function 
help you to more readily identify the disease pattern 
and to appraise the stage of the disease. Radiologic 
aspects of each body area are discussed. 


By ISADORE MESCHAN, M.A., M.D., Professor and Director of the Depart- 
ment of Radiology at the Bowman Gray School of Medicine of Wake Forest 
College, Winston-Salem, North Carolina. With the assistance of R.M.F. 
FARRER-MESCHAN, M.B., B.S. 1058 pages, 6144” x 10”, with 2216 illustra- 
tions on 760 figures. $20.00. New! 


West Washington Square, Philadelphia 5 
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KNOCKOUT 


When muscles ache at the end 
of a tiring day, MINIT-RUB® will 
give quick relief. A brisk 
application of this modern 
counterirritant is followed 
promptly by a soothing feeling 
of mild warmth. Muscles 

relax and pain is relieved. 


BRISTOL-MYERS Co. 
19 West 50 St., New York 20, N.Y. 
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the high cost of bad habits: gastric hyperacidity 


Hurried meals and tense days exact their price in 
short order. Gastric hyperacidity — whether acute 
or chronic —can, however, be relieved quickly and 
pleasantly with Gelusil. 


Awake or asleep, the patient is protected: The 
sustained action of magnesium trisilicate and spe- 
cially prepared aluminum hydroxide gel restores 
and maintains a mildly acid gastric pH, without 
overneutralizing or alkalizing. With Gelusil, the 
twin dangers of acid rebound and systemic alka- 
losis are thus avoided. 


A new formulation, Gelusil-Lac, now combines 
the proven antacid action of Gelusil with the 


sustained buffering effect of specially prepared 
high-protein (low-fat) milk solids. The formula is 
designed to prevent the onset of gastric pain, par- 
ticularly “middle-of-the-night” attacks. 


Nonconstipating: The aluminum hydroxide com- 
ponent in Gelusil assures a low aluminum ion con- 
centration; hence the formation of astringent—and 
constipating—aluminum chloride is minimal. 


Dosage: 2 Gelusil tablets or 2 teaspoonfuls of Gelusil 
liquid two hours after eating or when symptoms are pro- 
nounced. Each tablet or teaspoonful provides: 714 gr. 
magnesium trisilicate and 4 gr. aluminum hydroxide gel. 
Gelusil-Lac: at bedtime, one heaping tablespoonful stirred 
rapidly into one-half glass (4 fl. oz.) of cool water. 
(Provides equivalent of 4 Gelusil tablets. ) 


Gelusil/Gelusil-Lac 


WARNER-CHILCOTT 


100 YEARS OF SERVICE TO 


THE MEDICAL PROFESSION 
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INFORMATION FOR CONTRIBUTORS 


THE JOURNAL OF THE AMERICAN OSTEOPATHIC ASSOCIA- 
TION is the official scientific publication of the American 
Osteopathic Association. Articles are accepted with the 
understanding that they have not been published or ac- 


_ cepted for publication elsewhere. 


MANUSCRIPTS 

1. Manuscripts should be typed in triplicate, the original 
and carbon sent to THE JOURNAL, and one carbon kept 
by the author. All copy, including quotations, footnotes, 
tables, references, and legends for figures, should be 
double-spaced, with ample margins. 

2. References are required for all material derived from 
the work of others, whether or not authors’ names are 
mentioned. Reference numbers should be assigned in 
order of reference in the article. Each reference must in- 
clude the name of the author and the full title of the 
article or book. For periodicals, the name, volume num- 
ber, complete date, and inclusive paging of the article are 
required. For books, the edition, the name and location 
of the publisher, and the year of publication are required. 
Exact page numbers must be given for all direct quota- 
tions. 

3. The author’s degrees and teaching affiliations should 
be given. 

4. The article should end with a comprehensive summary. 


ILLUSTRATIONS 

1. Photographs should be unmnounted, untrimmed, glossy 
prints. 

2. Figures, charts, tables which are to be engraved, and 
lettering on prints should be in black (India) ink on good 
quality white paper. Lettering must be large enough to 
be read when reduced. 

3. Original roentgenograms or slides can be used for 
reproduction, but direct-contact glossy prints from orig- 
inals are preferable. 

4. All illustrations must be numbered and the top indi- 
cated. If original roentgenograms or slides are submitted, 
the front must also be indicated. 

5. Good illustrations enhance the value of articles, and 
contributors are encouraged to submit illustrative mate- 
rial with manuscripts. 

6. When illustrations which have appeared elsewhere 
are submitted, full information should be given about 
previous publication, whether or not permission has 
been obtained, and credit to be given. 
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METICORTELONE 


PREDNISOLONE 


patients with 


allergic or inflammatory (lermatoses 


and their physicians deserve the benefits of 


METICORTELONE’ 


(PREDNISOLONE) 


for patient for physician 

intense itching rapidly relieved, far smaller dosage than with oral hydrocorti- 
inflammatory reaction promptly sone...no undue worry about edema, sodium 
suppressed...no weight gain to retention, potassium loss...patient coopera- 
guard against...no difficult die- tion assured...quickly permits adjunctive 
tary rules topical therapy 


buff-colored tablets of 1, 2.5 and 5 mg. METICORTELONE,® brand of prednisolone. 


ML-J-2176 
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Pyribenzamine 


hydrochloride 
(tripelennamine hydrochloride CIBA) 


& 
STANDARD 


Shortly after antihistaminic 
therapy was introduced, Pyri- 
benzamine was chosen as a 
standard among 17 antihista- 
minics compared for their 
power to inhibit histamine 
flare.! Six years later, Pyri- 
benzamine still was “probably 
prescribed more widely than 
any other histamine antagon- 
ist.”? Effectiveness in control- 
ling edema, erythema and 
whealing has made Pyriben- 
zamine an enduring antihista- 
minic standby in such condi- 
tions as allergic dermatitis and 
rhinitis, urticaria, serum sick- 
ness and drug reactions. 

1. Lovejoy, H. B., Feinberg, S. M., and 
Canterbury, E. A.: J. Allergy 20:350 
(Sept.) 1949. 2. Goodman, L. S., and 
Gilman, A.: The Pharmacological Basis 


of Therapeutics, 2nd Ed., The Macmillan 
Company, New York, 1955, p. 660. 


Dosage: One or two 50-mg. tablets 
as required. Supply: Tablets, 50 mg. 
(scored) and 25 mg. (sugar-coated). 


Cc I B A SUMMIT,N. J. 
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MEAD JOHNSON 


SYMBOL OF SERVICE IN MEDICINE 
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New...10 nutritionally significant vitamins including stable Byg 
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50 cc. bottles with the Mead calibrated, 
unbreakable plastic ‘Safti-Dropper.’ 
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-SOL, POLY-ViI-SOL AND TRI-VI-SOL 
- highly stable—refrigeration not required 


-Vi 


CA 


niacinami 
- full dosage assured—can be dropped 
tly 


DECA-VI-SOL vitamins 
POLY-VI-SOL vitam 
D, C, 
TRI-VI-SOL vi 

*readi 


DEC 


72) 
> 
=| 
© 
£2 
& 
S 
= 
© 
4 
> 
> 
oO 
72) 


for the cr 


Vor. 56, Oct. 1956 


® 
F : 
ge ® 
osese 
5 
| 


NEW higher potency... 


mg. 


Colace is now available in 100 Mg. Capsules 
for greater convenience and dosage flexibility 


usual oral dosage 


he eet adults and older children 
axative 
action 100 mg. b.i.d. for three days; then 50-100 


mg. daily. 


| Colace a stools infants and children under 6 years 


In half a glass of milk or fruit juice or in 
formula: 20 mg. (2 cc. of Cotace Liquid) 
b.i.d. for three days; then 10 to 20 mg. 
(1 to 2 ec.) daily. 


Note: When bowel motility is impaired, a 
mild peristaltic stimulant or CoLAcE-con- 
taining enemas may be needed in addition 
to CoLace by mouth. 


Add 50 to 100 mg. (5 to 10 ec. CoLacr 
Liquid) to the fluid for a retention or a 
flushing enema. 


Colace Capsules 100 mg. 
bottles of 30, 60 and 250 


the Colace family Colace Capsules 50 mg. 
bottles of 30, 60 and 250 


Colace Liquid (1% solution; 10 mg. per 
30 ec. bottles with calibrated dropper 
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DIOCTYL SODIUM SULFOSUCCINATE, MEAD* 


softens stools for easy passage 


Continued clinical studies} with Colace confirm 
its wide usefulness and safety in chronic constipation 
and in other bowel problems of everyday practice. 


TAntos, R. J.: A New Approach to the 
Treatment of Severe Constipation, South- 
western Medicine 37: 236-237 (April) 1956. 


CColace 


by reducing surface tension, increases the wetting 


and penetrating efficiency of fluids in the colon, 


keeping stools soft. 


CColace 


is indicated in the treatment or prevention of chronic 


constipation or fecal impaction, or whenever stool 


softness is required. 


*PATENTS PENDING 


MEAD JOHNSON & COMPANY, EVANSVILLE 21, INDIANA, U.S.A. 


MEAD) SYMBOL OF SERVICE IN MEDICINE 
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for a preschool galahad 


10 nutritionally significant vitamins 
Assured stability including B,2 
Delicious orange flavor 

Easily administered teaspoon dosage 
No refrigeration required 


Pouring-lip bottles of 4 and 8 ounces 


MEAD JOHNSON 


SYMBOL OF SERVICE IN MEDICINE 
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for routine use—comprehensive protection 


it’s easy to specify 
the DECA vitamin family 
in the vital first decade 


DECA-VI-SOL® - DECA-MULCIN - DECA-VI-CAPS 
* One name to remember—DECA 
* one basic formulation 


* one standard of 
comprehensive protection 
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for preventing 
and treating upper 
respiratory infections... 


Achrocidin 


Tetracycline-Antihistamine-Analgesic Compound 


ACHROCIDIN is a comprehensive formula for treatment ACHROCIDIN is convenient for you to prescribe —easy 

of complications of the common cold, particularly when _ for the patient to take. Average adult dose: two tablets 

bacterial sequelae are observed or expected from the four times daily. 

patient’s history or during widespread infections. 
Distressing symptoms of malaise, headache, mus- : 

cular pain, mucosal and nasal discharge are rapidly Each tablet contains: 

relieved. ACHROMYCIN® Tetracycline 125 mg. 
And potent prophylaxis is offered against other Phenesstin 

diseases, such as otitis media, sinusitis, adenitis, and Salicylamide 150 te 

bronchitis, to which the patient may be highly vulner- —_ ChJorothen Citrate 25 mg. 


able at this time. Bottle of 24 tablets 


Available on prescription only 


t Lederte) LEDERLE LABORATORIES DIVISION, AMERICAN CYANAMID COMPANY, PEARL RIVER, N.Y. 
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FLEXIBLE ARTHRITIS THERAPY 


with BUFFERIN’ 


Exploit fully the use of salicylates in arthritis—give 
steroids in minimal doses—combine salicylates with 
corticosteroids for additive antiarthritic effect—this is 
the program Spies’ advocates in a recent article in the 
Journal of the American Medical Association. 

Treatment of rheumatoid arthritis demands a “highly 
individualized program,” Spies’ writes. The additive 
action of salicylates permits use of smaller amounts 
of hormones, thus lessening or eliminating their well- 
known side effects. ““A proper mixture of salicylates 
and corticosteroids produces an effective antirheumatic 
agent in many cases.” 

Suit your treatment to your individual arthritic 
patient. Use the hormone you prefer, in the dosage 


you think best, but for better results combine it with 
BuFFERIN, the salicylate proved to be better tolerated 
by arthritics.’ 

BUFFERIN contains no sodium, a marked advan- 
tage when cardiorenal complications make a salt- 
restricted diet necessary. 

Each BuFFERIN tablet contains 5 grains of acety!- 
salicylic acid and the antac- 
ids magnesium carbonate 
and aluminum glycinate. 


REFERENCES: 


1. J.A.M.A. 159:645 (Oct. 15) 1955. 
2. J.A.M.A. 158:386 (June 4) 1955. 


BRISTOL-MYERS CO., 19 West 50 Street, New York 20, N. Y. 
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POTENT ANTIANEMIA 


THERAPY PLUS BASIC 


NUTRITIONAL SUPPORT 


2 IBEROL Filmtabs a day supply: 


THE RIGHT AMOUNT OF IRON 


Ferrous Sulfate, U.S.P. 1.05 Gm. 
(Elemental lron—210 mg.) 


PLUS THE COMPLETE B COMPLEX* 


BEVIDORAL® 1 U.S.P. Unit (Oral) 


(Vitamin B12 with Intrinsic Factor 
Concentrate, Abbott) 
Folic Acid 


Thiamine Mononitrate 


*The PLUS that makes the difference 


Vilter' reported that a diet rich 

in the B-complex vitamins should be prescribed 
when treating nutritional anemia, because 

of the importance of the B complex to cellular Pyridoxine Hydrochloride 


Ob Gott Calcium Pantothenate 


610219 PLUS VITAMIN C 


1. Vilter, Richard W., Am. J. Clin, Nut., 3:72, Jan.-Feb., 1955 Ascorbic Acid 
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acts within seconds... 


because its effect lasts for hours...and because it 
tastes good to patients month after month 


TITRALAG 


unique antacid—with milk-like action 


is PREFERRED by more and more Gastroenterologists 


Each non-chalky, minty-tasting, white tablet (0.60 Gm.) contains 0.18 Gm. 
glycine and 0.42 Gm. calcium carbonate. 


also TITRALAC LIQUID—one teaspoonful (5 cc.) approximates two 
TITRALAC tablets. 


Schenley Laboratories, Inc. 


TITRALAC IS SCHENLEY'S REGISTERED TRADEMARK FOR ITS OF AN ANTACID. 36656 
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"7 He liked my bright, shiny, 


SS) 


the way he can carry me 


s 12 but he finds it easy to read my EXactILT scale, without bending down. And of course, 
the readings I give him are accurate all along the scale; My, 
I work on the mercury-gravity principle, ; i the standard for bloodpressure 
= 


the whole world over. Do you own a Baumanometer? If not, 


W. A. BAUM CO., INC., COPIAGUE, L. I., N.Y. 
Since 1916 Originator and Maker of Bloodpressure Apparatus Exclusively 
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no 
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needed 


Suspension 
Chioromycetin Palmitate 


pleasant-tasting Chioromycetin for pediatric use 


SUSPENSION CHLOROMYCETIN PALMITATE provides 
CHLOROMYCETIN (chloramphenicol, Parke-Davis) in a tempting, 
custard-flavored liquid form that youngsters take without cajoling or 
deception. Subsequent doses are swallowed as readily as the first, 
because SUSPENSION CHLOROMYCETIN PALMITATE leaves no 
unpleasant aftertaste and slides soothingly down the most irritated throat. 


To make mother’s task even easier, SUSPENSION 
CHLOROMYCETIN PALMITATE does not require refrigeration 
and may be kept handy in the sick room. Its liquid form 
simplifies precise adjustment of dosage, as directed. 
CHLOROMYCETIN is a potent therapeutic agent and, because certain blood 
dyscrasias have been associated with its administration, it should not be used 
indiscriminately or for minor infections. Furthermore, as with certain 


other drugs, adequate blood studies should be made when 
the patient requires prolonged or intermittent therapy. 


supplied: susPENSION CHLOROMYCETIN PALMITATE, containing 
the equivalent of 125 mg. of CHLOROMYCETIN 


per 4 cc., is available in 60-cc. vials. sooz9 
PARKE, DAVIS & COMPANY betroit, MICHIGAN 
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“... specific for conditions 


characterized by increased 
capillary permeability.” 


bleeding 


In his study of 330 hospital cases treated with 
: Adrenosem* Salicylate, Bacala concludes that 
~ (Brand of carbazochrome salicylate) Ve this systemic hemostat is “specific for the 
WY 5 \ | ) La strengthening of capillary resistance.” 
. He summarizes: “Experience with the drug 
We i if is cited from 317 surgical and 13 obstetrico- 
gynecological cases. Most numerous were the 
233 tonsillectomies, of which 207 patients 
were benefited by its use; post-tonsillectomy 
bleeding was reduced from 19.8 to seven per 
cent. The drug was also found useful in 
gastrointestinal bleeding, cataract extraction, 
epistaxis, incisional seepage, transurethral 
prostatectomy, menometrorrhagias, cervical 
oozing, antepartum and postpartum bleeding, 
threatened abortion, and prevention of capil- 
lary hemorrhages during Hedulin or Dicu- 
merol therapy.""! 


1. Bacala, J.C.: The Use of the Systemic Hemo- 
stat Carbazochrome Salicylate, West. J. Surg. 
64:88 (1956). 


Supplied in ampuls, tablets and as a syrup. 


Write for comprehensive illustrated brochure de- 
scribing the action and uses of Adrenosem Salicylate. 


*U.S. Patent 2,581,850 


The S. EF MASSENGILL COMPANY BrisToL, TENNESSEE 


NEW YORK KANSAS CITY SAN FRANCISCO 
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HOFFMANN-LAROCHE INC. 


PHARMACEUTICALS AND VITAMINS * ROCHE PARK © NUTLEY 10 © NEW JERSEY © NUTLEY 2-SOOO 


From: ee ons Department 


y 2-5000, Extension 731 


new Pr Immediate Release 


Only two doses a day are needed in most cases when the new 


antibacterial, Lipo Gantrisin 'Roche,* is used. Recent studies 


indicate that Lipo Gantrisin provides adequate blood levels for 


at least twelve hours; this is why it usually produces a round- 


the-clock effect with one dose in the morning and another at 


night. In exceptionally severe infections, three to four doses 


a day may be used initially. 


Lipo Gantrisin Acetyl contains Gantrisin Acetyl in a 


readily absorbable vegetable oil emulsion. It provides the 


same therapeutic advantages as Gantrisin -- wide antibacterial 


spectrum, little likelihood of renal blocking, no need for 


alkalies or forcing of fluids, and an exceptionally low inci- 


dence of side effects. 


Each teaspoonful of Lipo Gantrisin® Acetyl (acetyl sulfis- 


oxazole) provides the equivalent of 1 Gm of Gantrisin -- twice 


the concentration of most liquid sulfonamide preparations. The 


small volume of each dose and the two-a-day dosage schedule are 


of special value in the treatment of children and elderly 


invalids, 


(end) 
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to help the depressed and anxiety-ridden housewife who 


is surrounded by a monotonous routine of daily problems, 


disappointments and responsibilities .. . 


With ‘Dexamyl’ you can often help her to face her problems; help her 


to regain lost interests; help her to rediscover the zest and purpose 


in life. The normalizing effect of ‘Dexamyl’ is free of the dullness 


caused by many “anti-anxiety” agents alone, free of the excitation 


sometimes caused by stimulants alone. Her mood normalized, disturbing 


mental and physical symptoms often vanish. 


tablets - elixir - Spansulet capsules 


smoothly and subtly relieves both anxiety and depression 


Smith, Kline & French Laboratories, Philadelphia 


*T.M. Reg. U.S. Pat. Off. 
+T.M. Reg. U.S. Pat. Off. for sustained release capsules, S.K.F. 
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(Zoxazolamine,t McNeil) 

orally effective muscle relaxant 
effective up to 6 hours 
with a single oral dose 


“No irreversible side-effects occurred. 


well-tolerated: 


“The toxic reactions for the most part were easily controlled...." 


effective spasmolytic: 
“This preliminary report of 100 patients indicates an 85% over-all effectiveness. 


| 


Available in yellow scored tablets, 250 mg. 


1. Smith, R. T.; Kron, K. M.; Peak, W. P., and Hermann, I. F.: J.A.M.A. 160:745 (Mar. 3) 1956. 


*T.M. 
TU.S. Patent Pending 
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clinical evaluation. 
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restrict cold complications... 


relieve the patient 


CORICIDIN «: Penicillin 


(150,000 units Penicillin G Procaine) TABLETS |_ Schering 
CORICIDIN 


WITH 
especially in severe, persistent colds PENICILLIN G 


unsurpassed symptomatic relief simultaneously with | PROCAINE 
antibacterial protection...to ward off common complications _ TABLETS 


such as bronchitis and laryngitis...to help shorten recovery period. — 22 22S | 


Coricip1n,® brand of Igesi tipyretic. 


CN-J-14106 
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In x-ray equipment what will $4950 buy? 
This new G-E PATRICIAN 


complete with 200-ma control and transformer 


YOURS. . . . General Electric quality .. . 
complete diagnostic x-ray unit with tilt 
table... combined facilities for fluoroscopy 
and radiography—all for just $4950, f.o.b. 
Milwaukee, U.S.A. 

New PATRICIAN gives you 81-inch 
angulating table...independent tubestand 
with choice of floor-to-ceiling or platform 
mounting . . . 200-ma, 100-kvp, full-wave 
transformer and control . . . double-focus, 
rotating-anode tube. 

Also, you get counterbalanced automatic 
Bucky, plus fluoroscopic screen that’s also 


counterbalanced, self-retaining in all table 
positions. You can take cross-table and 
stereo views. Focal-film distances range up 
to a full 40 inches at any table angle... 
as great as 48 inches cross-table. 

The new PATRICIAN can be yours on 
liberal purchase terms . . . or can be leased 
under the popular G-E Maxiservice® rental 
plan. Ask your General Electric x-ray rep- 
resentative for all the facts . . . or write 
X-Ray Department, General Electric Com- 
pany, Milwaukee 1, Wisconsin, for your 
copy of Pub. R-101. 


Progress ls Our Most Important Product 


GENERAL ELECTRIC 
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morning, 


90-95% effective’? “no side effects were observed”? one tablet at bedtime 


1. Groskloss, H. H. et al: Bonadoxin®: a unique control for nausea and vomiting of 
pregnancy. Clin. Med. 2:885 (Sept.) 1955. 2. Tartikoff, G.: The antiemetic function of 
Bonadoxin in the nausea and vomiting of pregnancy. Clin. Med. 3:223 (Mar.) 1956. 


Chicago 11, Ill. 
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New Physiologic Aid in Constipation 


(Dioctyl Sodium Sulfosuccinate, Lloyd) 


THE ORIGINAL FECAL SOFTENER 


‘*...we have been impressed...’’* 


“‘Impressive”’ is, indeed, the word for the entirely new 
fecal softening action of Doxinate. Doxinate eliminates the 
primary complication of constipation—hard, dry stools— 
and eases evacuation by restoring soft, normally 

formed feces. It is neither laxative, lubricant nor 

bulk producer. 


Two new studies on the action of dioctyl sodium 
sulfosuccinate found it an effective, safe and easily 
administered aid to normal colonic function. Antos** 
called his results with the medication “‘uniformly good” 
and Spiesman and Malow* considered it ‘‘a very 
considerable advance in the prevention and treatment 
of constipation.” 


Optimum fecal softening is obtained with 2 or 3 capsules 
(120-180 mg.) a day. Easy passage and improved 
frequency of movement provide real patient satisfaction. 
Your patients, too, will benefit from restoration of normal 
bowel habits with Doxinate, the new physiologic 

aid in constipation. 


DOSAGE: 
ADULTS: 2 or 3 capsules daily. 


INFANTS: 1 — once daily in milk, d LLO Y D 


SUPPLIED: BROTHERS, 


DOXINATE CAPSULES: each green 
transparent capsule contains 60 mg. dioctyl 
sodium sulfosuccinate—bottles of 30 and 100. 


tDOXINATE SOLUTION 54%; each 1 cc. 
contains 50 mg. dioctyl sodium sulfosuccinate; 
60 cc. bottle with dropper calibrated at 1 cc. 
tNew standard dosage form. 


*Spiesman, M. G., and Malow, L.: New Fecal Softener (Doxinate) in the Treatment of 
Constipation, Journal-Lancet 76:164 (June) 1956. 

**Antos, R. J.: A New Approach to the Treatment of Severe Constipation, Southwestern 
Med. 37:236 (April) 1956. 
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mental alertness. 


back 
relieved in most cases, by 
Breaks the pain-spasm chain reaction by the relaxant _ 
in, enhanced by id 
action of mephenesin, enhanced by 
hydrochloride . .. more effective’ and longer lasting! 4 
A 
& 
bi ROBINS CO., Inc., RICHMOND 20, VA. 
O Ins Ethical Pha ccuticals of Merit since 1878_ 


IN€dly, E. R.: AM. J. Med. S 12,10 


with Mol-lron 
eC S a a S tablets 
: ft 
a —for real patient convenience 
5 only 2 capsules a day 


the only 


prenatal supplement 


K PHOSPHORUS-FREE CALCIUM 
to minimize the likelihood of leg cramps 


SE VITAMIN K 
to bolster prothrombin levels 


ESSENTIAL VITAMINS 


to maintain normal pregnancy 


and when iron is the dominant need... 


Mol-Iron with calcium and vitamin D 


Vor. 56, Ocr. 1936 
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To have and to hold...in sickness and in health. > husbands and wives on scientific methods of child- 
How richer the union when the wife is blessed with spacing. Because of the doctor’s knowledge, skill, and 
radiant health... how much more capable she is of . experience, healthful parenthood goals are being achieved 


serving her family, her community >» More and more ... earning for the doctor respect for his judgment and 


the physician is the guide and mentor, the preserver of gratitude for this contribution to richer family life, 


family well-being... particularly in his advice to through his recommendation of. 


AVAILABLE AT ALL LEADING PHARMACIES + KOROMEX JELLY, CREAM AND DIAPHRAGM COMPACT 


HOLLAND-RANTOS COMPANY. INC 145 HUDSON STREET NEW YORK 13. N. 
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In the treatment room, as well as in surgery, the finest 
of care is bound to build reputation. This kind of 
care calls for equipment of unquestioned quality, like 
this Gomco Tidal Irrigator and Cystometer. 


The Tidal Irrigator performs full cycles of irrigation 

and drainage automatically. The doctor simply sets the 

unit at the level of the patient’s symphysis pubis, then 

adjusts the rate of flow of the irrigating fluid to the 

bladder emptying pressure. The nurse needs only to fill 

the irrigating reservoir and empty the one-gallon recep- 

tacle. The unit does the rest. Here is equipment so de- 

pendably helpful that it is taken for granted in hospital 

after hospital. 

Have your dealer show you the complete GOMCO line of suction, _ Starting the Gomco 
Tidal Irrigator. It will 

drainage and suction-ether units —your assurance of the best, for operate indefinitely with 

consistently good results. almost no attention. 


GOMCO SURGICAL MANUFACTURING CORP. 
 830-M E. Ferry Street, Buffalo 11, New York 
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* 
j 
fee 
(A 
‘ 
29 


ons ima: FOR APPETITE SUPPRESSION 
WITHOUT THAT “BLACK MooD” 
FEELING 


Curtails psychogenic overeating...without a feeling 
of deprivation...without jitteriness, cardiac pounding, 
insomnia. Safe for the hypertensive, too. 

DOSAGE: For obesity, 1 to 2 


tablets 30 to 60 minutes 
before each meal. 


LABORATORIES, INC., Los Angeles 


FOR MOOD ELEVATION Rauwidrine provides the 
needed “‘lift.'’ Safe for the hypertensive. 


| and Img. Rauwiloid® 
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| ‘\ INCREASED EFFECTIVENESS 


ENTIRELY NEW BOOK ON DIETOTHERAPY 


WOHL and GOODHART— 


Modern Nutrition in Health and Disease 
DIETOTHERAPY 


Edited by MICHAEL G. WOHL, M.D. 


Chief of Human Nutrition, Division of Biological Chemistry, _ 
Hahnemann Medical College and Hospital, Philadelphia, Pennsylvania 


and ROBERT S. GOODHART, M.D. 


Scientific Director, The National Vitamin Foundation, Inc., 
Lecturer in Nutrition, Columbia University School of Public Health 


55 Contributors 


Wherever diet is a factor in the treatment of disease 
or in masntaining good health, this complete work 
by 55 foremost American authorities has quickly 
become the acknowledged dietary reference source. 
The text abounds with up to date clinical applica- 
tions that give you immediately—without contro- 
versial discussion—the exact knowledge you need 
for bedside or office dietary management of every 
patient. Throughout, emphasis is on the inter- 
relationships of nutrients. 


New Book. 1062 Pages. 


Washington Square 


ach orange and black apsule a 
mg. hydrocortisone, plus 0.25 Gm. each © 
salicylamide and para-aminobenzoic a 

d 20.0 mg. ascorbic acid. Bottles of 1 


80 Illustrations. 


LEA & FEBIGER 


Distinguishing features of this new work include: 
1. Strong emphasis on the physiologic basis of each 
disease and its integration with proper diet in treat- 
ment of disease; 2. Nutrition considered an essential 
part of complete management, (The authors review 
such therapeutic procedures as drugs, rest and ex- 
ercise, to give a full picture of necessary bedside 
management); 3. The presentation in three major 
sections: Normal Nutrition, Nutrition in Disease, 
and Nutrition in Periods of Physiologic Stress. 


127 Tables. $18.50 


Philadelphia 6, Pa. 


LABORATORIES 


SINCE 1872 

HENRY K. WAMPOLE & CO., 
| Incorporated 

440 Fairmount Ave., 
Philadelphia 23, Pa. 
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DOSAGE with the synergism of 
Deals gently with ents, positively 


Reserpine 


For comprehensive tranquilization, Reserpine with 


Mebaral integrates two mutually effective agents — 
reserpine for autonomic balance, Mebaral for cortical 


sedation without drowsiness. 


Each tablet contains 
Reserpine ..... 0.15 mg. 
Mebaral. ..... 30.0 mg. 


Immediate and Sustained Tranquillity 


in Anxiety, Tension, Hypertension, Irritability 


DOSE: 1 tablet 3 times daily. ’ 
SUPPLIED: Bottles of 100 tablets. . LABORATORIES 
NEW YORK 18, N. Y, 


Mebaral (brand of mephobarbital), trademark reg. U.S. Put. Off. 
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EVACUATION PLUS REHABILITATION goals in constipation therapy 


EVACUATION of soft, well-formed stools is achieved dependably with SENOKOT through stimulation 
of Auerbach’s plexus and restoration of normal bowel motility. 


REHABILITATION of the constipated bowel with SENOKOT permits gradual reduction of dosage and 
eventual discontinuance. It is ‘‘...a cure in the true sense of the word.’’* 


Abrahams, A.: Brit. Ency. Med. Pract., 2 ed., Intetim Supplement, London, Butterworth (Mar.) 1954. 


DOSAGE: Average starting dosage for adults is one level teaspoonful of the SUPPLIED: Cocoa-flavored granules in 8 and 4 ounce 
granules (or two tablets), preferably at bedtime. Dosage may be increased or containers. Small unflavored tablets in bottles 
decreased to meet the patient’s specific needs. of 100. 


large bowel neuroperistaltic and corrective 


Senokot 


brand of standardized concentrated active principles of Cassia acutifolia pods 
GRANULES/ TABLETS 


The TO PHYSICIAN AND PATIENT SINCE 1892 135 CHRISTOPHER ST.,NEW YORK 14, 


56, Oct. 1956 
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when dandruff stands out as a signly 


prescribe SH BI ZON 


Lotion 


for an extra therapeutic dividend | 


a method of choice for rapid control of 
seborrhea of the scalp and seborrheic der- 
matitis in children as well as adults...no 
complicated shampoo or timing proce- 
dures: patient rubs in SEBIZON any time 
of the day, washes out when convenient 
...acts as hair dressing: no odor, no oily 
or greasy residue, no tinting of hair. 


especially useful when dandruff escapes 
control again 


antiseborrheic and anti-infective 
SEBIZON is a cream-type vanishing lotion 
containing 10% sulfacetamide sodium. 


available on prescription only in 3 0z. plastic squeeze 
tube. 


S£81Z0N,® antiseborrheic preparation, 


Seleting 


$7-3-4106 
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when anxiety is complicated by depression... 


In many patients, mental and emotional distress is a complex in which anxiety 
and depression coexist and reinforce each other. In these patients, “‘Thora-Dex’ is of 
unusual value. The “Thorazine’ component of “Thora-Dex’ relieves anxiety and 
tension; the ‘Dexedrine’ component relieves depression. 


a combination of Thorazinet and Dexedrine 


“‘Thora-Dex’ Tablets are available in two strengths: 


10 mg. of “‘Thorazine’ 25 mg. of “Thorazine’ 
plus plus 
2 mg. of ‘Dexedrine’ 5 mg. of ‘Dexedrine’ 


“Thora-Dex’ should be administered discriminately and, before prescribing, 
the physician should be fully conversant with the available literature. 


Smith, Kline & French Laboratories, Philadelphia 


*'Trademark {T.M. Reg. U.S. Pat. Off. for chlorpromazine, S.K.F. 
i{T.M. Reg. U.S. Pat. Off. for dextro-amphetamine sulfate, S.K.F. 
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MONOCULAR, BINOCULAR, TRINOCULAR...WHATEVER 


SETS THE PACE 
OFF THE ; Please send me your new 24 page brochure 
PRESS! 


: $B124 on Microstar Laboratory Microscopes. 
Name 
New 24 page 

Color Brochure Address 
tT. M. Reg. by American 


City 


ER HOW YOU LOOK AT IT...WHATEVER MODEL - 
eee eee 
NEW 
SPENCER 
| 
American 
Optical — 
INSTRUMENT DIVISION, BUFFALO 15. NY 
ae 
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Relieves the pain where it hurts: the gut 


2 caps t.i.d. 1. Hardin, J. H.; Levy, J.S., and Seager, L.: South. M. J. 47:1190,1954. (%) 
Merrell 
THE WM.S.MERRELL COMPANY ¢ New York ¢ CINCINNATI ¢ St. Thomas, Ontario Since 1828 


INJECT AORTA WITH CONTRAST MEDIUM 


FOR VASCULAR VISUALIZATION BY RADIOGRAPHY 


Smith-Evans 
Translumbar 
Arteriography 
Instruments 
Demonstrate — 


@ ABERRANT VESSELS 

@ RENAL BLOOD SUPPLY 
@ AORTIC OBSTRUCTION 
@ ANOMOLOUS VESSELS 


a7), & PARKE G. SMITH, M.D. Complete set as shown 
ARTHUR E, EVANS, M.D. $ 500 


WRITE FOR FREE CIRCULAR 
\Wechions DESCRIBING TECHNIQUE 


609 COLLEGE ST. CINCINNATI 2, OHIO 
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Direct, fast relief of mgg and pain’: Bentyl 
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Takes the 
“spikes’ 
out of 


blood 


pressure... 


calms 
anxiety 


The Butisol component acts at once to produce its 
well-known quieting “daytime sedation.” And the 
small dosage of reserpine gradually builds up its 
tension-suppressing effect, without the disturbing 


side reactions of larger dosage. 


Quiescence is 
prescribed when you 
use Butiserpine. 


Butiserpine. .. Tablets, 100s...Elixir, 12 fl. oz. 
Each tablet or teaspoonful of elixir contains: 
Butisol® Sodium 15 mg. (1/4 gr.) 

Reserpine 0.1 mg. 


® 


Disc S€NSitivities were; Penicillin, 


CASE SUMMARy 
MMARY 


On 7/7/55, the wound was Saucerized and a hemo. 
lytic s, aureus (coag, +) was isolated from the 


10 units; €rythromycin, 10 meg, ; tetracycline, 
10 meg, 


j 

6/2/55, patient, red fell on an old 

fracture and refractured the middle third of the 
right femur, Superimposed On an old is, 
| 7 
| 
On 7/15, the patient Was placed on erythromycin 
i therapy 409 mgm. q. 6, h, Patient afebrile after 
erythromycin Started, X-rays showed evidence of 
healing with callus formation, No Septicemia and 
&§ Clinica] €vidence indicates Control of the infection, wh. 
. On 8/3, the Cast was removed and leg recast, Wound 
| in good Condition with Minima] drainage, \ 
Diagnosis. fracture middle thirg of right femur, \\ 
Complicated by osteomyelitis, \ 
Result; “rythromycin aided healing of the osteo. 
Myelitis ang kept the infection under control, ne. | 
| 
Communication to Abbott Laboratories | 


Specific—because you can actually pinpoint the 


therapy for coccic infections. That’s because 


Sp eel fi ca g ains t most bacterial respiratory infections are caused 
O- by staph-, strep-and pneumococci. And these 
y coccec . C i n fe Cc t 4 ons are the very organisms most sensitive to 


EryTHROCIN—even when in many cases they 


resist other antibiotics. 


filmta 


Erythrocin 


(Erythromycin, Abbott) 


STEARATE 


Low toxicity—because EryTHROCIN rarely alters 
intestinal flora. Thus, your patients seldom 


wi th 1 i + t 1 er i sk O f get gastroenteral side effects. Or loss of vitamin 


synthesis in the intestine. Virtually, no allergic 
reactions, either. Filmtab EryTHROCIN 


serious side effects Stearate (100 and 250 mg.), 
bottles of 25 and 100. Obbott 


| filmtab’ 


Erythrocin 


(Erythromycin, Abbott) 


STEARATE 


« Filmtab—film-sealed tablets; pat. applied for 
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Vitamins 


as nature 
provides them 


The homogenized vitamins 


Homagenets supply vitamins in the same e Better absorption, better utilization 
way as do the most nutritious foods. Excess vitamin dosage unnecessary 
In this new dosage form, the vitamins . 
Pleasant, candy-like flavo 
are homogenized, then fused into a solid . y wed 
No regurgitation, no “fishy burp” 


tablet. Because they are minutely sub- 
divided, the vitamins are absorbed and « May be chewed, swallowed or dissolved 


utilized much more efficiently. in the mouth 


Three formulas: Prenatal, Pediatric, Therapeutic 
Samples available on request *U.S. Pat. 2676136 


THE S. E. MASSENGILL COMPANY - Bristol, Tennessee - New York - Kansas City - San Francisco 
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HOW VAGISEC LIQUID 


PENETRATES 


RECESSES OF VAGINA 
AND EXPLODES 
TRICHOMONADS 
OFTEN MISSED 


00 OFTEN AN ORDINARY trichomonacide fails to 
woe vaginal trichomoniasis because it has little 
or no effect on parasites that are not on the surface.1 
Trichomonads burrowed deeply into the roughened 
mucosa survive and set up new foci of infection. In 
fact, even a few hidden trichomonads remaining 
after treatment can cause acute exacerbations. With 
Vacisec® liquid and jelly you can overcome this 
most troublesome problem. 

Penetrates thoroughly — This new and unique trich- 
omonacide spreads out and wets the entire vaginal 
surface. It rapidly dissolves mucinous materials, fats 
and blood clots.1 It penetrates the cellular debris that 
lines the vaginal walls and shields the parasites, 
reaching trichomonads deep in their hiding places. 


Explodes trichomonads — Vacisec liquid actually ex- 
plodes trichomonads within 15 seconds after douche 
contact.2 Two surface-acting agents and one chelat- 
ing agent combine to weaken the cell membrane, 
to remove the waxes and lipids, and to denature the 
protein. With its cell wall destroyed, the parasite im- 
bibes water, swells and explodes. All this occurs within 
15 seconds. Only scattered fragments remain. 
Proves highly effective — With the Davis techniquet 
you can now rid patients of “trich,” even cases that 
have resisted other treatment. Vacisec liquid was 
developed as “Carlendacide,” by Dr. Carl Henry 
Davis, M.D., noted gynecologist and author, and 
C. G. Grand, research physiologist. Clinical trials 
by more than 150 physicians show better than 90 per 
cent success.3 

Use liquid and jelly—In the Davis technique, Vacisec 
liquid is used in office therapy. At the same time, 
liquid and jelly are prescribed for home use. They are 
well tolerated, leave no messy discharge or stain. 
Office treatment — Expose vagina with speculum and 
wipe walls dry with cotton balls. Then wash thor- 
oughly with a 1:100 dilution of Vacisrc liquid. Re- 
move excess fluid with cotton balls. Dr. Davis 
recommends six treatments. 

Home treatment—Patient douches with Vacisec liquid 
every night or morning and then inserts Vacisgc jelly. 
Home treatment is continued through two menstrual 
periods, but omitted on office treatment days. Douch- 
ing contraindicated in pregnancy. 


Photomicrograph of section of 
epithelium of normal vaginal 
mucosa, enlarged 750 times, shows 
uneven surface where trichomonads 
bide. Vacisec penetrates surface 
and explodes organisms in 
hard-to-reach areas. 


One course of treatment —“If the treatment has been 
accomplished as directed,” the patient “will have no 
flagellates provided the infection was limited to the 
vaginal canal... A few women have infected cervical, 
vestibular or urethral glands and require other types 
of treatment.”* Continued douching with Vacisec 
liquid two or three times each week for eight to 
twelve weeks helps prevent re-infection. 

Prevents coital re-infection — Infected husbands are 
“.. a potential source of re-infection in wives suc- 
cessfully treated.” Prescribe for your patients the 
protection afforded by Schmid high quality prophylac- 
tics. Specify the superior RAMSES® rubber prophy- 
lactic, transparent, tissue-thin, yet strong. If there is 
anxiety that rubber might dull sensation, prescribe 
XXXX (rourex)® prophylactic skins, of natural 
animal membrane, pre-moistened. 

Active ingredients in Vacisec liquid: Polyoxyethylene nonyl 
phenol, Sodium ethylene diamine tetra-acetate, Sodium dioctyl 
sulfosuccinate. In addition, Vacisec jelly contains Boric acid, 
Alcohol 5% by weight. 

References: 1. Davis, C. H., and Grand, C. G.: Am. J. 
Obst. & Gynec. 68:559 (Aug.) 1954. 2. Davis, C. H.: J.A.M.A. 
157:126 (Jan. 8) 1955. 3. Davis, C. H.: West. J. Surg. 63:53 
(Feb.) 1955. 4. Davis, C. H. (Ed.): Gynecology and Obstetrics 
(revision), Hagerstown, W. F. Prior, 1955, vol. 3, chap. 7, pp. 
23-33. 5. Lanceley, F., and McEntegart, M. C.: Lancet 1:668 
(Apr. 4) 1953. 


JULIUS SCHMID, inc. 
gynecological division 
423 West 55th Street, New York 19, N. Y. 


VaGisec, RAMSES and XXXX (FOUREX) are 
registered trade-marks of Julius Schmid, Inc. 
tPat. App. for 
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Report from Carnation Research Laboratory 


Van Nuys, California 


Carnation Sterilization Process 


Current Research: 
Carnation Evaporated Milk 


Sterilization Methods 

One step in the processing of Carnation 
Evaporated Milk is “classified informa- 
tion.” This is the time-temperature rela- 
tionship during the sterilization of Carna- 
tion Evaporated Milk in the can. It is this 
method, based on 50 years of Carnation 
experience, that not only renders the milk 
safe and sterile, but also produces the uni- 
form, easily digested low tension curd so 
important in infant feeding. 

Carnation Research Laboratory investi- 
gates other sterilization methods constant- 
ly, but has not found, to date, any other 
method that provides the same degree of 
safety combined with the advantage of 
uniform low curd tension. 


Radiation and Sterilization 


In addition to direct research, Carnation 
Research Laboratory sponsors outside re- 


One of the sterilization methods investigated 
by Carnation Research Laboratory 


search in highly specialized fields. A spon- 
sored project currently under way at the 
Massachusetts Institute of Technology 
concerns the possibilities of radiation for 
the sterilization of evaporated milk and 
other dairy products. 


CARNATION PROTECTS YOUR 
RECOMMENDATION WITH 
CONTINUOUS 5S-PHASE RESEARCH: 


Carnation Research Laboratory, 

Carnation Farms, 

Carnation Plant Laboratories, 

Carnation Central Product 
Contro/ Laboratory, 

Carnation-sponsored University 
and Association Research. 


‘from Contented Cows” 
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EVAPORATE® 


Relax 


the nervous, 


tense, 


emotionally unstable: 


TRADEMARK FOR THE UPJOHN BRAND OF RESERPINE 


id 
r p Ol (Pure crystalline alkaloid) 


Each tablet contains: 

Reserpine .........-..1 mg. 
or 0.25 mg. 
or 1.0 mg. 
or 4.0 mg. 

The elixir contains: 

Reserpine .......... 0.25 mg. 

per 5 ce. teaspoonful 

Supplied: 

Scored tablets 

0.1 and 9.25 mg. in bottles of 
109 and 500 
1.0 and 4.0 mg. in bottles of 100 
Elixir in pint bottles 
The Upjohn Company, Kalamazoo, Michigan 
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THREE GENERATIONS OF PATIENTS HAVE TAKEN 
ANTACID, EFFERVESCENT 


Sal Hepatica. 


Since 1897, sparkling SAL HEPATICA has given prompt, APERIENT 
gentle relief of constipation. Because it is both antacid and _— 
effervescent, SAL HEPATICA passes rapidly through the 

stomach. In the intestine, its osmotic action provides liquid LAXATIVE 

bulk to stimulate peristalsis, hasten evacuation. 


Taken half an hour before the evening meal, pleasant- 
tasting SAL HEPATICA usually acts before bedtime. Taken 

CATHARTIC 

before breakfast results may be expected in an hour. 4 A 

wilacid Laxall 


SAL HEPATICA is mild, relieves without griping. Being 
antacid, it alleviates the gastric hyperacidity which fre- 
quently accompanies constipation. 


BRISTOL-MYERS CO.,19 West 50 Street, New York 20, N.Y. 
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New Study Shows Gelatine 


Restores Brittle Fingernails to Normal 


Directions for making the Knox Gelatine drink in every package 


Brittle, fragile or laminating fingernails are the bane 
of many a woman’s existence. Yet this highly preva- 
lent and distressing condition often has gone un- 
controlled for lack of effective therapy. Now, you 
can promise these patients substantial relief in a 
large percentage of cases. 

In a recent study’ that confirmed previous work” 
Knox Gelatine was used to treat 36 women with 
fragile, brittle, laminating fingernails. The response 
was most gratifying. Except for three patients who 
discontinued the therapy, three diabetics, and two 
women who had congenital deformities, the splitting 
ceased and all other patients were able to manicure 
their nails to a full point by the time the study 
ended. 

Optimal dosage proved to be one envelope (7 
grams) of Knox Gelatine administered daily for 
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three months. Efficacy has not been established 
with lesser dosage. If you would like more complete 
details of this work, just use the coupon below. 


1. Rosenberg, S. and Oster, K. A., “Gelatine in the Treatment of 
Brittle Nails,” Conn State Med. J. 19:171-179, March 1955. 
2. Tyson, T. L., J. Invest. Dermat. 14:323, May 1950. 


Chas. B. Knox Gelatine Company, Ine. 
Professional Service Dept. JO-22 
Johnstown, N. Y. 


Please send me a reprint of the article by Rosenberg and 
Oster with illustrated color brochure. 


YOUR NAME AND ADDRESS 


KNOX 
Ky : 
. 
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PATIENTS IN FAILURE NEED AN ORGANOMERCURIAL 


Certain diuretics are apt to mask the gradual onset of severe failure because they 
are effective only in the milder ambulatory cardiacs. The recurrent accumulation of 
fluid permitted by intermittent or arbitrarily limited dosage must eventually pro- 
gress to more severe decompensation. 


Because they can control any grade of failure, the organomercurials improve prog- 


nosis and prolong life. 
TABLET 


NEOHYDRIN 


BRAND OF CHLORMERODRIN (18.3 MG. OF 3-CHLOROMERCURI-2-METHOXY-PROPYLUREA 
EQUIVALENT TO 10 MG. OF NON-IONIC MERCURY IN EACH TABLET) 


a standard for initial control of severe failure 
MERCUHYDRIN® SODIUM 
LA K E Ss | D E BRAND OF MERALLURIDE INJECTION 
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MAN > the challenge 
to OSTEOPATHY, 


yesterday, 


today, and tomorrow* 


PAUL VAN B. ALLEN, D.O. 


Indianapolis, Indiana 


L. IS IN GREAT HUMILITY, and with deep ap- 
preciation of the honor which is involved, that I present 
to you this morning the annual Andrew Taylor Still 
Memorial Lecture. 

I should like to direct our thoughts with these 
words of Walt Whitman: 

Now understand me well; it is provided in the essence of things 
that from any fruition of success, no matter what, shall come 
forth something to make a greater struggle necessary. 

Great as was the struggle in the early days to es- 
tablish osteopathy and great as is the honor due those 
who fought and won the battles of the past, there is 
today, I believe, a greater struggle to maintain and 
to develop it. And it is for us to determine whether 
time and the future will find us worthy of honor such 
as we so gladly give those who have gone before us. 
Then the battle lines were clearly drawn, the issues 
clean-cut, in blacks and whites, the personal problems 
sharply etched; one arrayed oneself either on the one 
side or on the other. One believed in osteopathy, or 
one believed in drugs. The philosophy, theory, and 
practice of osteopathy stood in unmistakable contrast 
to a lack of philosophy, uncertainty, and the wholesale 
overuse of drugs. One took one’s stand without doubt 
or hesitation; however, much fortitude was indeed re- 
quired to maintain it. 

Today the picture is painted not in blacks and 
whites but in infinite shades, and the issues are subtly 
interwoven. A man can take his stand at almost any 
point and defend it sincerely and logically though it 
may well be found to be a way station on the downward 
path to oblivion. 

*The Andrew Taylor Still Memorial Lecture, presented at the Six- 


tieth Annual Convention of the American Osteopathic Asseciation, New 
York City, July 18, 1956. 
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Twice I have listened to the words of Dr. Edward 
Stieglitz, a man I admire tremendously; his ideas fit 
perfectly into the pattern of osteopathic philosophy. 
There are many voices such as his crying in the wilder- 
ness of medical thinking—for it remains a wilderness 
not yet charted by the pattern of a clear-cut philosophy, 
as Dr. Irvin M. Korr has so well pointed out many 
times. Each of us has his favorites among medical 
writers and thinkers whom he recognizes as kinsmen in 
the search for a way toward better medical practice. 
Each of us knows, too, the many in our own profession 
who are utterly lacking in a basic philosophy of medi- 
cine and whose practice is as foreign to osteopathic 


’ practice as is that of his nearest medical neighbor, far 


more foreign to it than the thinking and practice of 
Stieglitz and the many medical men like him. So the 
struggle now is greater because the lines are not clearly 
drawn. 

It is greater too, because in tangible ways so much 
has been brilliantly accomplished in the medical field 
that it is difficult to advocate the slower but many times 
more effective methods of nature’s way. It is difficult 
to recognize that many of these accomplishments still 
simply skim the surface, that they remain only altera- 
tives of symptom complexes and do not strike at the 
heart of things, do not accept the challenge of etiology 
and of man. In reporting these accomplishments, many 
popular medical prophets, writing voluminously for 
nonprofessional magazines, strain the sinews of Chris- 
tian forbearance almost to the breaking point. They 
have convinced the public beyond a doubt that the day 
of miracles is at hand. 

A second factor is that the physician too often 
finds it difficult to exercise his own judgment in the 
face of pressure to use the therapy which the patient’s 
reading of popular magazines dictates, and osteopathy 
is likely to suffer unless the osteopathic physician is a 
man of conviction and courage. Unless his feet are 
more surely grounded in truth than is usually true, and 
unless his persuasive powers are greater than those of 
the best salesman, such a man soon finds himself com- 
pelled to choose between compromise and starvation, or 
so he believes; and he is constantly faced with the 
distressing problem of determining when to stop com- 
promising and where to plant his feet firmly and 
stubbornly. 

Third, the struggle is greater because today health 
insurance is so potent an economic force in the thinking 
of the public. Insurance pays for surgery, for the 
repair of conditions arising out of neglect of preventive 
medicine, but it does not pay for preventive medicine, 
for health maintenance. So preventive medicine, being 
the personal responsibility of the patient, and neces- 
sarily paid for by him, tends to be relegated to the 
background and neglected. The influence of this great 
force, ostensibly set up for man’s good and actually 
accomplishing a great deal, tends also insidiously to 
break down his incentive toward maintaining and en- 
hancing health, and it has had profound effect on the 
thinking and practice of physicians everywhere. What- 
ever may be the fate of the osteopathic profession, one 
may be sure that this will have had much to do with it. 

A fourth factor has entered into the struggle—a 
legitimate and proper factor—but again one which 
carries with it dangerous by-products. In the early 
days, medical education was in a state of chaos. It was 
not until the Flexner report of 1910 on medical educa- 
tion that order began to be brought out of that chaos. 
Prior to that time there were no common standards. 
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It is to Dr. Still's credit that he set high standards for 
osteopathic education, standards which stood up favora- 
bly by comparison in the chaos of the day. All of us 
know of the successful effort of the osteopathic profes- 
sion to keep pace with the evolving pattern of medical 
education. Preprofessional training, the basic science 
curriculum, the practical disciplines and experience of 
the clinical years—all these have been accepted by 
osteopathic schools as recognized and proper require- 
ments. But in so doing, there has been a tendency to 
accept uncritically current medical theory and practice 
and to neglect the development of osteopathic theory 
and practice. 

Closely allied to the field of education is the recog- 
nition of the profession under law and in government. 
Osteopathic education is directed toward fitting the 
student to pass state boards and to practice in such a 
way as to be acceptable to licensing bodies, to insurance 


Still’s center of interest was 
man. whom he observed . . . without 


the bias of preconceived ideas 


companies, to government bureaus, and to patients who 
are conditioned to orthodox thinking, but not enough 
toward applying to the problems of health the principles 
of osteopathy. 

We have centered our minds not enough on the 
patient and too much on the things that are required 
to maintain our status educationally, legally, and eco- 
nomically. Here the struggle arises from the tendency 
toward practice identical with medical practice where 
identical rights are granted. Surveys could, I believe, 
prove that this trend toward identical practice increases 
as equality in practice rights is approached and fuller 
recognition by government agencies is attained. 

Out of all of this grows a profound and subtly 
persuasive tendency toward the acceptance of the 
orthodox, and the denial of the critical and revolution- 
ary spirit which must still pervade the osteopathic 
schools and the profession if osteopathy is to continue 
to make that contribution to the health of man which 
is its particular responsibility. The present struggle 
lies in combating this trend toward equating equality 
of standards with identity of teaching and practice. 
Too much our concern is for self-perpetuation of the 
profession per se and not enough for the development 
of that for which we are responsible. 


As we devote this hour as a memorial to Andrew 
Taylor Still, shall we not look for a moment to see if 
he may have any advice to give us in this greater 
struggle? As one reads his autobiography one senses 
that he was a poet, akin to Whitman more than to any 
other in the breadth and depth of his understanding, in 
the earthiness of his language, and in his sense of the 
relationship of man to the infinite and to infinite pat- 
terns and processes. 

Are there qualities and characteristics of Still, are 
there precepts which he taught that are pertinent and 
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significant in this greater struggle ? He might well have 
said, as Whitman did: 
But each man and each woman of you I lead upon a knoll, 
My left hand hooking you around the waist, 
My right hand pointing to landscapes of continents and the 
public road. 
Not I, not any one else can travel that road for you, 
You must travel it for yourself.’ 

What of the path to which he pointed from the 
top of the knoll he had reached? How tread we it along 
the public road? He would say too, as Whitman did, 
“My words itch at your ears till you understand them.” 
How well have we understood? These questions are 
worthy of our consideration. 

Still’s center of interest was man, whom he ob- 
served keenly and at first hand, without the bias or 
prejudice of preconceived ideas, nor was he influenced 
by what others thought they saw or believed. This is 
evident time and again in what he has written. He saw 
man, too, as the perfect product of an Infinite Maker, 
and this has a direct and practical bearing upon his 
work, because it meant that he recognized that man’s 
knowledge of man, however great, ends at the edge of 
the great unknown. This unknown beckoned his in- 
quisitive mind onward and humbled him with a sense 
of the littleness of what he knew. He knew that man, 
the whole, can never be only the sum of his measurable 
parts. 

He knew too that effects have causes and _ that 
many times therapeutic agents, new elements intro- 
duced into a situation, could well be the cause of effects 
not anticipated and not desirable. 

Then he dared to think of these things that he 
observed in unorthodox patterns, to have confidence in 
his own reasoning powers in drawing conclusions, and 
to put those conclusions into effect in practice to main- 
tain health and to restore it to individual patients. 
Man was his challenge, man the patient, whose struc- 
ture and function he sought to know and to utilize in 
building health. That was to him a greater challenge 
than was man’s environment. He was more concerned 
with seeking to improve man’s ability to meet his 
environment than with efforts to change it. While we 
cannot deny the importance of both approaches, it is 
time to reappraise our relative emphasis upon them. 

The trend of modern life conditions a patient to 
conformity, to passivity, to turning for his guidance, 
his help, and his pattern of life to an outside agency, 
rather than to his own inherent powers. But Still 
recognized that the basis for health, and for healing 
when health was lost, lay primarily within, and he had 
faith enough in those inherent powers to use them. 

The osteopathic physician of this generation must 
redirect his attention toward man, who is to be studied 
and understood. Insofar as modern knowledge of man 
can help him, the osteopathic physician must use that 
knowledge, and it is tremendous as compared to knowl- 
edge in the days of Still. But he must dare t 


- stand as an individual, unorthodox if need be, confident 


that man’s inherent urge toward homeostasis can b« 
depended upon and must not be forgotten. 

Practically, what does this mean? 

It means that the dichotomy which exists in osteo- 
pathic education, because osteopathic schools must train 
and educate physicians in all areas in an orthodo» 
pattern and must at the same time give them an un- 
orthodox, that is, an osteopathic, pattern of thinking. 
must not be permitted to become a fatal dichotomy. It 
may well already have become so; history alone can 
tell us, for what can be seen today, if we face our 
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situation squarely, as we so seldom do, is by no means 
clear. 

I recall asking a resident in an osteopathic college 
teaching hospital whether the government-supported 
heart program might not afford an opportunity to dis- 
cover something about the cardiac significance of mid- 
dorsal lesions. His reply was all too typical of osteo- 
pathic institutions of today. “I have thought of that,” 
he said, ‘but there is nothing that I find in the literature 
to indicate that it has any significance at all. Besides, 
not only have I been unable to evolve a method that 
would lead to anything significant, but even if I did 
there is no time or personnel to do anything about it.” 

Still would have thought it through independ- 
ently ; he would have found the time because he would 
have known that it was much more important to pursue 
the unorthodox osteopathic path than to repeat what 
orthodox observers had already done. He would 
have written the literature if he failed to find it. 

Also I recall a young graduate, with whom I was 
discussing the handling of a case, saying to me, “Well, 
we were taught, when we ran up against something we 
didn’t understand very well, to follow the accepted 
medical treatment and play it safe.” In a similar situa- 
tion, Still would have thought it through on the 
basis of the best knowledge of physiology and anatomy 
available and would have evolved his own practical and 
osteopathic method of doing the job. But, then, to him 
anatomy and physiology were the practical bases of 
therapy, not just subjects to pass when taking a basic 
science board examination. And playing it safe was not 
his primary purpose in life. 

So the osteopathic colleges must have the temerity 
to face the issues as they have not yet done, lip service 
to the contrary notwithstanding, and must dare to 
evolve new patterns of medical education if need be; 
they must find the time both to meet medical educa- 
tional requirements and to train physicians in osteop- 
athy. To do this they must dare to make greater 
demands upon the profession, as will certainly be 
necessary, for more money, for more help from expe- 
rienced men in the field to teach osteopathy, and for 
more properly oriented students. It is not impossible 
that a greater display of vision and an onward surge 
of new and vital thinking about osteopathy in our 
schools might well bring about more enthusiastic and 
substantial support than they have yet received. 

It means, too, that the profession must redirect 
its thinking to lay greater emphasis upon the content of 
its teaching and of its practice, and less upon its rights, 
limited or otherwise. As a profession we need to face 
squarely the question, “For what is a mar [or a pro- 
fession| profited, if he shall gain the whole world, and 
lose his own soul?” On every hand we have gained 
rights and recognition so rapidly that it has been easy 
to let these other forces which we have discussed subtly 
force us away from the vision and the goal that once 
were ours, so that indeed we may be about to lose our 
own soul. An unidentified author once said that a 

fanatic is “. . . one who redoubles his efforts after 
having forgotten his aims.” Our profession in its 
effort to gain wider rights and recognition should 
beware, lest that be said of it. 

In another respect the profession needs to re- 
examine the implications of its course, a course in many 
respects forced upon it because of its very aim toward 
patient welfare. I refer to osteopathic hospitals, built 
to afford patients the full care they deserve, built so 
well and in such numbers, and doing such excellent 
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work that they have come to dominate osteopathic edu- 
cation and goals. The hospital tail wags the osteopathic 
dog, as Still would say, were he here today. Truly, 
the osteopathic profession has become fanatic as it 
redoubles its efforts to build hospitals long after many 
osteopathic hospitals have forgotten what their osteo- 
pathic aims should be. 

I know I shall hear bitter protests at that state- 
ment, and in a few instances the denials of its truth can 
be backed by fact but, far too overwhelmingly for 
comfort, osteopathic hospitals have been content to do 
the same job that medical hospitals are doing, some- 
times, to their everlasting credit, doing it far better. 

There was a time when it was the proud boast of 
the osteopathic physician that he kept his patients out 
of hospitals. Certainly we take a different view of 
hospitals now from what we did then, and rightly so, 
but in so doing we should not go too far. Hospitals 
we are told could not exist economically without sur- 
gery, but we should never forget that, trauma and 
congenital defects aside, surgery is a measure of medi- 
cine’s failures. That thought needs to be kept always 
before us to keep us humble and to keep our attention 
and effort directed, as was Still’s toward the patient and 
the full utilization of his inherent powers. 

It is not enough that hospitals are doing a most 
excellent orthodox job. They too must lay aside the 
excuse of lack of time or opportunity to join with the 
schools and with groups and individuals to reorient 
this profession to an osteopathic future. This means 
that the osteopathic hospital must accept a broader 
challenge than lies in the development of better hospital 
skills and technics to apply to the immediate problem 


Our chief reliance must be on 
man’s inherent power; we must seek 


new and better ways to utilize it 


of the patient who has come into the hospital. Many 
patients are cared for daily in osteopathic hospitals. 
They are there to be restored to health. 

Osteopathic physicians are doing just that skillfully 
and effectively, but by and large with the technics and 
the philosophy which are common to all hospital prac- 
tice. These patients constitute a vast mass of clinical 
material which could, with no detriment to the skillful 
care directed toward their recovery, but, | am con- 
vinced, with enhancement of their progress, be utilized 
in a tremendous program of study in the clinical appli- 
cations of osteopathic philosophy and principles. Evolv- 
ing the bases, the methods, and the technics of such a 
program should challenge the best among us. The result 
would be a resurgent vitality in the osteopathic profes- 
sion that would lead it to heights today only dimly 
envisioned. 

What would Dr. Still say today to you or to me, 
the individual osteopathic physician ? 

I think he would have many things to say. 

He would remind us that in anatomy and physi- 
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ology lies always the basic knowledge of man, and with 
what glee he would welcome the vast new knowledge 
in physiology now available to us. Once he said, “An 
Osteopath is only a human engineer, who should under- 
stand all the laws governing his engine and thereby 
master diseases.”” 

And we can be sure that a man who so strongly 
emphasized tissue fluids as he understood them, the 
law of the artery as being supreme, and physiology in 
general did not mean to limit the term “engine” solely 
to a mechanical frame of reference; and we can be 
sure he meant all when he said “all the laws.” He 
would have welcomed modern knowledge in medicine 
and in the basic medical sciences. “All through life,” he 
said, “I have been ever ready to buy a better plow.’”* 
He would expect no less of us. But he would have 
thought through to his own interpretations, and he 
would have had the courage to stand firmly upon them 
and to base his practice upon them. 

He would expect us to question as sharply the use 
of the drugs of today as he did the drugs of his day 
and their use. The parallel between his day and our 
own in the field of drug therapy is closer than it is 
comfortable to think. The common practice is to rush 
madly after each new drug, disappointed though we 
may be with the last, sure that the next is the cure— 
the pot of gold at the end of the rainbow. Surely our 
path does not lie in that direction however much we 
have followed it. 

We should be in the vanguard of those who ques- 
tion new drugs and new methods in order to determine 
whether they are in accord with man and the principles 
of his function. Who has only recently begun to ques- 
tion the value of the promiscuous use of antibiotics ? 
Who is beginning to see this in the full perspective of 
man’s physiology and of the biologic history of disease ? 
With too few exceptions it is not the osteopathic physi- 
cian. He is too often too busy to know or to deal with 
man’s inherent power; thus he welcomes wholesale the 
dangerous short cut. Too seldom has he, who might 
have been expected to have done so, attained a proper 
balance between his physiology-based therapy and these 
newer methods. More often the independent thinker 
in the medical profession is the one who questions and 
sees the full perspective. 

Dr. Still’s admonition never ceases to be true: that 
our chief reliance must be upon man’s inherent power 
and that we must constantly seek new and better ways 
to free it and to utilize it, never forgetting that a patient 
is measured by more than the sum of all the laboratory 
tests that can conceivably be applied to him. 

In seeking to free and to utilize man’s inherent 
powers, Still, I believe, would not permit himself 
to forget, nor would he permit us to forget, the prac- 
tical, tangible existence of osteopathic lesions, whether 
structural or functional. 

He would not permit the overemphasis of nebulous 
theorizing about the unity of the body to blind him or 
us to the fact that structural lesions exist, that they do 
have a definite deleterious influence upon function, that 
they can be observed by those who have developed skill 
in tissue diagnosis by palpation, that they can be cor- 
rected by the skillful technician, and that when they 
are corrected a change for the better occurs in the 
patient. Many thoughtful men in other areas of the 
medical field have theorized about the unity of man. 
Such forward looking men are about as close to a true 
osteopathic philosophy as we are. But only the osteo- 
pathic physician has appreciated the value of the palpa- 
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tory diagnosis of tissues and realized the importance 
of the structural lesion, and only he has emphasized 
the importance to health of its correction and has been 
willing to develop the skill to correct it. 

Today that distinctive contribution is being mini- 
mized. Its worth is either denied almost wholly or is 
held to be sharply limited. We have forgotten that x-ray 
and the laboratory afford only the disclosure of a static 
moment in the existence of living tissue and that many 
times much more can be learned through palpation of 
its condition, its capacity for homeostasis, and its re- 
sponse to therapy. We have too often ceased to utilize 
osteopathic manipulative correction of lesions in our 
therapeutic program, and we no longer exhibit it as the 
tremendously potent therapy it is. 

Specialists whose work would be appreciably im- 
proved if they knew how to diagnose and to correct 
structural lesions do not have the interest or take the 
time to learn to do either skillfully, if at all. Such dis- 
interest stands in sharp contrast to their quite proper 
interest and skill in the use of the latest pharmacologic 
therapy or surgical technic. 

Students, seeing too little really good osteopathic 
manipulative work in school and faced with relative 
disinterest in, if not actual hostility to, manipulative 
therapy on the part of specialists whose skill and intelli- 
gence in other fields they correctly admire, have too 
little interest and too little experience in osteopathic 
manipulative therapy to develop real skill in its use. 
Hence they never obtain the outstanding results with 
it that are possible and so come to use it less and less. 
Some of these same students remain in the schools to 
teach, and their students in turn have even less knowl- 
edge of the worth of this distinctive phase of osteop- 
athy, so that a downward spiral is created which may 
only end in the virtual disappearance of the manipula- 
tive aspect of osteopathy. Still would seek some 
means to see to it that students once more experience 
the best that osteopathic manipulative therapy has to 
offer. 

He would recognize that the challenge which man 
and disease and health present to osteopathy can be 
adequately met only when manipulative osteopathy at 
its best is a part of the practical armamentarium of 
every osteopathic physician. 

He would question the soundness of an educational 
system where skill in the diagnosis of tissue status by 
palpation is not accorded the same or greater impor- 
tance than diagnosis by x-ray or other laboratory proce- 
dures and where skill in osteopathic manipulative 
therapy is not given the same or greater importance 
than the knowledge of new chemotherapy. 

He would also question a situation where require- 
ments for specialty certification, properly high with 
respect to orthodox medical procedure, almost com- 
pletely disregard the distinctive osteopathic skills in 
diagnosis and therapy ; where there is not developed an 
adequate program of preventive medicine which takes 
into account the prevention of the structural lesion as 
well as its correction. 

Here Dr. Still would point to a path that has begun 
to dim in osteopathic schools, in specialty groups, and in 
daily practice. Here he would again remind us that we 
can and must be equal to the best as physicians but 
that we will be derelict in our responsibility to meet the 
challenge of man if we continue to believe that only in 
identity with the orthodox school and its practice can 
we be equal. 

Such refocusing of our attention upon man and 
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upon the insight given us by a renewed and strength- 
ened attention to fundamental osteopathic principles 
and practice would have a tremendously wholesome 
impact upon our schools, our hospitals, our individual 
thinking, and our everyday practice. 

Such redirection of our attention toward man, 
toward an emphasis more upon understanding him and 
his capacities for adaptation and homeostasis than upon 
environmental and external factors, such a renewed 
effort to better present means and to find new means to 
free those powers—such renewed attention to these 
things would again draw the issues clearly as they were 
drawn a half-century ago; and our effort as a profes- 
sion would be brought into focus and made more fruit- 
ful. As a profession we would waste less time contend- 
ing with men singly or as bureaus, legislatures, or 
associations and direct our time and energy toward man 
and the challenge of a positive program of health. 

The outlines for beginning such a renaissance al- 
ready exist in the “Manual on Cooperative Clinical 
Study Projects” of the American Osteopathic Associa- 
tion. Schools, hospitals, and individuals should all be 
working on projects directed toward enlarging and 
more firmly grounding in modern physiology the actual 
basis of osteopathic principles, and toward building a 
vast body of knowledge and experience in osteopathic 
practice that would permit it to take its rightful place 
among modern medical disciplines. 

As this body of knowledge and experience in- 
creased, we could again take courage in practicing as 
reason brought to bear upon physiology dictates, how- 
ever unorthodox such practice might be. And as 
knowledge and experience accumulated, it would make 
itself felt against the exaggerated publicity of short-cut 
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I HE VARIETY OF new methods introduced 
in the last few years for the treatment of fractures is 
probably without equal in any other field of surgery. 
Today, in certain types of fractures, as intracapsular 
femoral neck fracture, the operative introduction of a 
metallic fixation device is the procedure of choice. This 
method has become accepted as the conservative method 
of treatment, the word “conservative” being defined as 
within safe bounds or adhering to sound principles 
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cures and would re-emphasize the importance of pre- 
ventive medicine. 

So too would the economic force toward con- 
formity be lessened, for both we and our patients would 
once more be brought to realize the incalculable value 
to them of such programs of health preservation which 
are, par excellence, the fruit of osteopathic philosophy 
and practice. Our sights and theirs would be set upon 
the goal of transcendent health, not alone upon the far 
meaner goal of the cure of disease. 

Thus, lifting our thoughts to wider horizons, free 
to renew our vision, we would also free our profession 
from picayunish fears of inequality. We would no 
longer be troubled with that urge toward identity which 
is a deadening thing, but would be filled with the living, 
pulsing force of growth. To paraphrase a comment by 
Cardinal Verdier, this profession would realize in the 
scientific world a fundamental equality that is active 
and radiant. We, as members of the profession, would 
participate in that kind of egalitarian dynamism, a 
leaven of equality, which perpetually raises the human 
mass to a way of life where disease shall diminish, and 
perfect health is ever more nearly approached. 

Andrew Taylor Still’s words continue “to itch at 
our ears.”” He stands upon a knoll and points the way 
though he travels no more with us. Man was his chal- 
lenge yesterday. Man is owr challenge today and tomor- 
row. And tomorrow rests with us—today. 

1500 N. Delaware St. 
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believed to involve little risk. On the other hand, most 
clavicular fractures respond very well to closed meth- 
ods; therefore, for these fractures operative methods 
should be considered radical and should be condemned. 
However, the treatment of many fractures is not as 
clear-cut, and much controversy has arisen as to which 
methods are radical and which are conservative. 

Conservative treatment of fractures implies indi- 
dividual evaluation of each fracture and the person or 
the patient who has sustained the fracture. Treatment 
must be adapted to the fracture rather than the frac- 
ture to the treatment. 

Metal, regardless of its degree of inertness, is a 
foreign body in human tissues, and every possible 
effort should be made to keep its use to a minimum. 
Aside from mechanical use for immobilization, it has 
no desirable features and possesses the very undesir- 
able quality of creating irritation. 

I shall review a series of case histories illustrating 
some of the pitfalls and mishaps attendant on the use 
of internal fixation. These cases have been collected 
from various hospitals ; in some instances patients were 
treated by general surgeons and in others by recog- 
nized orthopedic surgeons. 

Case 1. A male, aged 53 years, was admitted to the 
hospital on January 7, 1955, with a history of falling 
off a sand truck and striking his right shoulder. There 
had been a previous fracture at the junction of the 
middle and lateral thirds of the acromion process. The 
present fracture involved the distal ends of the acro- 
mion with acromioclavicular separation. An open oper- 
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ation was performed on January 8; a 3% by % inch 
Steinmann’s pin was inserted through the acromion 
process into the lateral portion of the clavicle producing 
firm fixation. An x-ray of the fracture taken about 
April 1 revealed adequate healing reaction, firm fixa- 
tion, and complete shoulder motion at this time (l*ig. 
1). On April 7, removal of the pin was to be per- 
formed under local anesthesia. The pin tract was found 
without difficulty on the lateral aspect of the acromion ; 
however, the pin itself could not be located. An x-ray 
showed the pin in the soft tissues of the neck just an- 
terior to the trapezius muscle and lying along the trans- 
verse process of the vertebra (Fig. 2). 

Comment.—Needless to say, it was somewhat dis- 
concerting to discover that the pin had migrated to this 
position in only 7 days. While pin fixation of the 
clavicle in acromioclavicular separation is an accepted 
method of treatment, the need for caution is empha- 
sized by this case and the damage that might have been 
done by a sharp pin migrating through the vital struc- 
tures in this area. Fortunately, no damage was done ; 
the patient had complete shoulder action prior to re- 
moval of the pin. His comment, when he was shown 
the x-ray, was “No wonder I had some pain in my 
neck for the past few days.” 

Case 2. A male 62-year-old was admitted to the 
hospital on November 27, 1953, after being struck by 
an automobile while he was walking along the sidewalk. 
This case is very interesting from the standpoint of the 
multiplicity of operative procedures carried out and 
the disastrous end-result. The original x-rays showed 
a not-too-unusual fracture involving the junction of the 
proximal and middle third of the tibia and fibula, the 
fractures being oblique (Fig. 3). The fracture site was 
compounded anteriorly and posteriorly with severe con- 
tusion and laceration of the soleus and gastrocnemius 
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muscles, and there was extensive extravasation of blood 
into the soft tissues. 

On the day of admittance, open reduction and de- 
bridement were performed, and a Rush intramedullary 
pin was inserted with quite satisfactory reduction of 
the fracture. A postoperative recheck x-ray was taken 
on December 2, and showed some displacement of the 
fracture with slight medial angulation at the fracture 
site. (It is interesting to speculate what the end-results 
would have been if a Steinmann pin had been inserted 
through the calcaneus and traction applied to correct the 
angulation and maintained until consolidation had oc- 
curred.) On December 3, reoperation was performed, 
and two Parham’s bands were inserted (ig. 4). A 
good anatomic result was obtained on the tibia. A cast 
was applied from the groin to the toes and a window 
made over the incision. On December .14, recheck 
x-rays demonstrated displacement of the fracture with 
the distal Parham’s band wedged between the two 
tibial fragments because of angulation anteriorly (Fig. 
5). On December 15, the tibia was again exposed, the 
lower Parham band removed, and two stainless steel 
screws inserted across the oblique fracture line in the 
tibia and another cast applied (lig. 6). Unfortunately, 
during the operative procedure a drill bit was broken. 
It was allowed to remain in the substance of the bone 
owing to the difficulties that would have been encoun- 
tered in removing it. At this time the tibia had been 
subjected to three major operative procedures within a 
period of 19 days. Each time the anatomic reduction 
was quite satisfactory, but displacement recurred on 
two occasions. 

An x-ray taken on July 23, 1954, showed begin- 
ning absorption, bone necrosis, and fairly well-estab- 
lished evidence of nonunion. Later the bone screws and 
drill were removed (Fig. 7). During January, 1955, 
skeletal traction was applied through the calcaneus after 
removal of the remaining Parham band. There was no 
improvement. On March 15, approximately 16 months 
after the original injury, with all metallic fixation re- 
moved, there were increased destruction of bone and a 
discharging sinus, and the anterior surface of the tibia 
was exposed and definitely necrotic (Fig. 8). 

During the last 3 months of treatment, it had been 
suggested to the patient that amputation might be the 
best solution, and in the latter part of March, disarticu- 
lation through the knee was performed as the operation 
of choice because of the existing osteomyelitis, necrosis, 
and nonunion of the tibia and the infection in and about 
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the proximal tibia and soft tissues. At present the pa- 
tient has an excellent end-bearing stump (Figs. 9 and 


10). 

Comment.—In retrospect, results probably would 
have been better if skeletal traction had been applied 
through the calcaneus with the leg on a Bohler frame 
or in balanced traction. It is generally accepted that 
internal fixation and open reduction always retard 
healing, even when the procedure is performed only 
once, and when a bone is exposed three times within 3 
weeks in a compound fracture, disaster is openly in- 
vited. Too often in the treatment of fractures the sur- 
geon strives for a so-called cabinetmaker’s reduction in 
order to have a pleasing x-ray to present, and in so do- 
ing he brings disaster upon himself and the patient. 

Case 3. A woman, 56 years of age, was admitted 
to the hospital on August 27, 1954, with a history of a 
hip fracture in 1948, at which time a Moore-Blount 
blade was inserted. The operative area became infected, 
and the patient was hospitalized for 5 months. She 
was then discharged from the hospital but never re- 
turned for a checkup. In the fall of 1953 she began to 
have pain in the hip which became progressively worse 
until it occurred even upon the slightest movement in 
bed. She had been on crutches ever since leaving the 
hospital in 1948. 

X-ray revealed a Moore-Blount plate which had 
obviously cut through the femoral neck and lodged in 
the ilium just cephalad to the acetabulum (Tig. 11). 
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The femoral neck presented valgus deformity with ap- 
proximately 214 inches of shortening of the leg. There 
was definite nonunion with autolysis of bone due to 
irritation by the metallic foreign bodies. From the 
amount of wire and the type of fixation, this was prob- 
ably a so-called unstable trochanteric or subtrochanteric 
fracture. 

On August 30, the patient was operated on, and 
the plate, wires, and screws were removed. The walled- 
off marrow cavities were reopened, the granulation 
tissue was removed by curettage, massive on-lay grafts 
were taken from the ilium and laid along the freshened 
bone, and a Rush intramedullary pin was inserted down 
the femoral shaft (lig. 12). Fixation was unstable, and 
skeletal traction was instituted through the distal end 
of the femur and maintained for + months. Following 
this a spica cast was applied from the toes to and in- 
cluding the costal margins. 

Comment.—Should this fracture eventually heal 
there will be a pronounced valgus deformity of the 
hip with about 3 inches of shortening which will leave 
this woman a cripple for the rest of her life. Conserva- 
tive skeletal traction at the outset and subsequent indi- 
cated treatment would probably have produced a much 
better result at the end of 5 months than will ever be 
obtained now. 

Case +. A female patient, 31 years of age, was ad- 
mitted to the hospital on December 26, 1952, with the 
history of having been in an automobile accident in the 
summer of 1951. The knee joint was “frozen” on ad- 
mission. At the time of injury she was placed in trac- 
tion for 2 weeks, then open reduction and plating of 
the femur were performed and a spica cast applied. She 
was discharged from the hospital in April, 1952, with 
a walking caliper. 

A recheck x-ray in May showed that the plate had 
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broken, and rotation of the fragments had occurred. 
There had been absorption of bone at the fracture site 
with distraction produced by the plate; subsequent 
fracture of the plate allowed the bone ends to come in 
contact and rotate (Fig. 13). On December 27, about 
18 months after the original injury, an open operation 
was performed, the screws and plate were removed, 
and a Rush intramedullary pin was inserted down the 
shaft of the femur (Fig. 14). A tibial sized pin was 
used because of osteoporosis of the femur and because 
it was feared that the usual femoral pin would fracture 
the bone. 

Comment.—In reviewing this case, it probably 
would have been better if on-lay grafting had been 
performed at the time of the intramedullary pinning. 
However, eventual healing occurred. This case demon- 
strates the hazard of using a bone plate for internal 
fixation. Absorption of bone always occurs at the frac- 
ture site and with use of Lane-type bone plates distrac- 
tion results at the fracture site, laving the groundwork 
for probable nonunion. 

Case 5. A 39-year-old woman sustained a not-too- 
remarkable fracture of both bones of the middle third 
of the left forearm on July 15, 1954. The fracture was 
reduced by manipulation and a cast applied. On July 
17, x-rays showed displacement of the fractures (Tig. 
15). X-rays taken on July 23, after open reduction and 
wiring of the fractures, indicated that the position still 
was not satisfactory for fracture of the middle third 
of the ulna and radius. 

Another open reduction was performed with fixa- 
tion by plating. Vixation was apparently satisfactory as 
the screws penetrated both cortices and the alignment 
was satisfactory (Fig. 16). However, x-ray 2 months 
later showed loosening of the plate and angulation at 
the site of fracture (Tig. 17). Increased motion at the 
fracture site with displacement of the fracture occurred 
as the result of a very short cast. Shortening of the 
cast had been advised in the belief that the patient could 
use the arm more actively to promote healing. 
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In mid-December, there was definite nonunion 
with absorption of both bones. On December 11, intra- 
medullary pinning with Kirschner wires and on-lay 
grafting from the ilium were performed. At this time 
synthesis of the proximal ulna and radius was produc- 
ing fixation. Owing to absorption of the ulnar frag- 
ments, it was necessary to shorten the radius about /% 
inch in order to approximate the ulnar fragments. An 
x-ray taken on April 15, 1955, 4 months following 
intramedullary pinning and on-lay grafting, showed 
synthesis of the proximal fragments of the ulna and 
radius was again developing with possible nonunion of 
the ulna (Fig. 18). However, it is possible that with. 
patience union of this fracture may take place with 
fixation between the radius and ulna and complete loss 
of all pronation and supination. 

Comment.—It seems entirely possible that in this 
case reduction could have been obtained and maintained 
with a properly fitting plaster cast at the time of the 
original injury. The interosseous space could probably 
have been maintained at the time of the original injury 
if the volar and dorsal surfaces of the cast had been 
depressed or flattened to force the soft tissues between 
the bones. It is important to remember in applying a 
cast to the forearm that on cross section it is oval rather 
than circular, and unless this oval shape is maintained 
the interosseous space will not be preserved. Again 
in this instance two open procedures were performed 
within a relatively short interval which is conducive 
to delayed union or nonunion. 

Case 6. On September 3, 1954, a 56-year-old man 
sustained a right comminuted trochanteric fracture as a 
result of a fall from a roof. On September 7, open re- 
duction was performed with introduction of an intra- 
medullary pin of the Rush type, a fixation screw, and 
two encircling wires (Fig. 19). A very satisfactory re- 
duction was obtained. However postoperative x-rays 
taken over the next 48 hours showed slight migration 
of the fragments, and it was deemed advisable to apply 
skeletal traction to maintain position. This was done by 
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means of a Kirschner wire through the tibial tubercle 
with the leg placed in a Bohler-Braun frame. 

About mid-November, unfortunately, the Kirsch- 
ner wire cut through the tibial tubercle necessitating its 
removal. There was a moderate amount of infection at 
the pin site at this time. Owing to the presumed insta- 
bility of the hip, it was deemed advisable to continue 
skeletal traction by means of Steinmann’s pin inserted 
through the distal end of the femur. During December, 
x-rays showed improvement in the healing reaction at 
the fracture site. However, during this period a per- 
sistent discharge developed around the Steinmann’s pin 
in the lower portion of the femur, and there was con- 
siderable pain in this area. At about this time skeletal 
traction was removed because of the infection about the 
pin, but the leg was kept on the Bohler-Braun frame. 

On January 11, 1955, the x-ray department re- 
ported the presumptive presence of osteomyelitis of the 
lower femur (Fig. 20). X-rays on January 21 con- 
firmed this finding, and extension of the process was 
noted with cortical erosion at the distal end of the intra- 
medullary pin (Fig. 21). 

On January 27 it was deemed advisable to remove 
the intramedullary pin, and refracture occurred with 
marked valgus deformity and shortening of the right 
lower extremity (Fig. 22). At this time, with the pa- 
tient on a fracture table, an extensive osteotomy, ap- 
proximately 7 inches in length (Fig. 23), was per- 
formed on the anterior aspect of the lower portion of 
the femur to establish drainage for the osteomyelitis. 
Infection of the intramedullary pin tract was noted at 
the time of operation. The osteotomy site was liberally 
sprinkled with approximately 5 grams of sulfathiazole 
powder and the wound packed open with sulfa Vaseline 
strips. With the knee moderately flexed and_ the 
hip flexed and abducted to correct the valgus de- 
formity, a spica cast was applied from the lower tho- 
racic cage to the toes. 

X-rays taken 2 weeks later showed the fracture 
site to be in good position. Follow-up x-rays were 
taken at approximately 4- to 6-week intervals until the 
final x-rays in July showed healing of the fracture and 
apparent subsidence of the osteomyelitis. The incision 
had been closed and free of drainage for approximately 
+ weeks. The patient was able to lift the lower ex- 
tremity from the bed, but the knee joint was completely 
frozen. There was marked limitation of motion in the 
ankle and considerable edema of the right lower ex- 
tremity. 

Comment.—Healing of this fracture was eventual- 
lv accomplished in a period of 10 months, but there 
were several complications, namely, infection at the pin 
site, osteomyelitis, and refracture. In reviewing the 
case, it is quite evident that it would have been very 
difficult to apply internal fixation that would give abso- 
lute stability at the fracture site. In this situation it is 
probably better to rely upon bed treatment with proper- 
ly applied traction. In this way motion of the 
knee and ankle could better have been maintained and 
healing would, in all probability, have occurred much 
sooner and without the many serious complications. 


Summary 

In the hope that others may profit from these expe- 
riences, a series of fracture cases has been presented in 
which certain mishaps and undesirable results occurred. 
Unfortunately, sometimes more can be learned from a 


ad result than from several good results. 
5 Deering St. 
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A REVIEW OF THE literature concerning the 
aftermath of venous thrombosis of the lower extremity, 
or the postphlebitic leg, reveals a great deal of confusion 
as to its true pathogenesis, diagnosis, and treatment be- 
cause of the varied symptomatology and pattern of 
venous involvement. In our experience, this serious 
venous disturbance develops some time after the 
original episode in most patients who have had venous 
thrombosis. This period is variable but ranges from 
several months to several years. 

Tn 1949, Ochsner and DeBakey' attempted to clari- 
fy this problem by differentiating three types of post- 
phlebitic leg: (1) venous valvular incompetence, (2) 
arteriolar reflex vasoconstriction, and (3) perivenous 
constriction. In our experience, the presence of the first 
two groups can be readily accepted, but the third group 
has no physiopathologic basis. In order to substantiate 
and augment the concept of these groups a review of 
the pathogenesis, diagnosis, and treatment of postphle- 
bitic leg is necessary. 


Pathogenesis 

Initially in the acute phase the result of thrombus 
formation is obstruction. This process is located in the 
deep veins of the lower extremity. The thrombus in its 
evolution will involve and envelop the intima of the 
vein. Thus there is loss of endothelium and also in- 
volvement of the valves. During this acute phase the 
venous return of the leg is embarrassed so that there is 
recourse to the collateral venous circulation. Hence, 
this latter system increases but without the formation 
of any varices. Edema and venous dilatation can be 
observed at this time.. 

Through the years the normal fibrinolytic activity 
of the body will act upon this thrombus. Upon absorp- 
tion of the thrombus recanalization will result. On 
exploration of the deep veins 10 to 20 years after the 
original thrombosis, no evidence of it can be observed. 


*Presented by Dr. Simmons at the Brazilian Cardiovascular Congress, 
Sao Paulo, Brazil, July 11-15, 1955. 

+Dr. Hilario is Professor of Cardiovascular Surgery, Graduate School 
of Medicine of the University of Brazil, Rio de Janeiro, Brazil. 

tDr. Simmons presented this paper while a trainee of the National 
Heart Institute, National Institutes of Health, U.S. Department of 
Health, Education, and Welfare. 
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Occasionally, in the earlier periods, multicanalicular 
recanalization of the deep veins is found. Therefore we 
can assume that re-endothelization occurs, but this 
process does not include reconstruction of the valves of 
the veins. This “avalvulation,” as we call it, may in- 
volve not only the valves of the deep veins but also the 
ostial valves of the communicating veins. Thus the 
topography of the resulting varices will depend upon 
which of the communicating veins are involved. In our 
cases functional phlebography has shown (1) in most 
instances complete luminal reconstruction with variable 
loss of deep venous valves, (2) no dilatation of the 
deep veins, and (3) great dilatation of insufficient com- 
municating veins. 

In a small number of patients examined a consid- 
erable time after the original thrombosis, the picture of 
continuing obstruction was encountered, this being the 
result of absence of normal fibrinolytic activity present 
in other postphlebitic patients. Where obstruction per- 
sists new pathways are required. Thus the collateral 
veins begin to function and increase in number. How- 
ever, this is insufficient, particularly under the added 
stimulus of muscular pressure, and inversion of the 
venous flow occurs in some of the communicating veins. 
The establishment of a collateral system sometimes in- 
volves the branches of the hypogastric vein which do 
not have valves. When this occurs, ensuing dilatation 
will allow a markedly significant retrograde pressure 
such as that produced by any form of intra-abdominal 
tension. 

On a pathogenic basis, a third group can be identi- 
fied as a sympathetic disturbance. In the presence of 
the thrombotic process, sympathetic hyperactivity re- 
sults causing a reflex arteriolar constriction. In the 
acute phase this can be explained as a venous-arterial 
reflex provoked by venous injury. However, continua- 
tion of this reflex after the venous injury has been 
repaired is not as easily understood. In cases showing 
only “pure” sympathetic hyperactivity it is reasonable 
to suppose that in perhaps the majority of these there 
exists some unnoted venous disorder or recurring old 
thrombosis which may be considered the basis of the 
persistent sympathetic disturbance. 

Utilizing this pathogenic basis, we classify patients 
into three groups: 

1. Avalvulation 

a. Minor loss of valves 

b. Medium loss of valves 

c. Complete loss of the valves of the deep veins 
with a major loss of the ostial valves of the 
communicating veins 

2. Obstruction of the deep veins 

a. Low 
b. High 

3. Sympathetic arteriolar constriction 

It should be remembered that most patients may 
show a combination of these major groups. However, 
some may demonstrate a single type. 


Physiopathology 

In our opinion, venous disturbance of the postphle- 
bitic leg is essentially due to avalvulation. Under 
normal circumstances the sudden increments of intra- 
abdominal pressure that are transmitted to the venous 
system of the legs are checked by the valves of the 
deep veins. The elastic nature of these valves acts as a 
damper so that pressure is imposed on the leg veins but 
in a reduced form and never suddenly. This is readily 
shown on retrograde phlebograms utilizing the saphe- 
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nous or femoral veins. The injected contrast medium 
is always halted at the first or second valve of the 
femoral vein from the saphenofemoral junction. This 
is a normal occurrence even in the presence of abdomi- 
nal tension or exercise. 

Utilizing this same means of physiologic study, 
the phlebogram, Martorell and Martorell,? Dow* and 
others*® have shown that the deep venous flow cannot 
enter the superficial system by way of normal communi- 
cating veins. Thus the flow in the latter must be cen- 
tripetal. In the presence of incompetent communicating 
valves there is inversion of the flow in the communicat- 
ing veins. This results in abnormal dilatation of super- 
ficial veins. 

It will be noted on examination of any phlebogram 
that the deep venous system shows no dilatation even in 
the presence of extensive varices. This is easily ex- 
plained as the result of the protection afforded these 
vessels by the leg muscles. However, superficial venous 
involvement during rest and exercise will be governed 
by the untouched valves in pathologic deep veins. If 
all the valves are absent there will be continuous dis- 
tention of the superficial veins uninfluenced by exercise 
and controlled only by elevation and rest. If some 
valves have been spared, the superficial veins will dis- 
tend on exercise but will collapse afterward owing to 
the aspiration afforded by these good valves. This of 
course will be better visualized in the presence of 
varices. 

To elaborate, on exercise one of two conditions will 
be noted, depending upon the status of the valves of 
the deep veins. In the absence of all the deep venous 
valves there will be initial filling of the superficial veins 
followed by further distention as exercise is prolonged. 
because of successive retrogressions of venous blood. 
In other cases the presence of a few normal valves in 
the femoral vein produces either diminution in the 
superficial distention or at least continuation of the 
initial amount because of the muscular pumping and a 
few good check valves against retrograde flow. 

In the group of patients with continuing obstruc- 
tion without resolution of the thrombus, the venous 
return of the leg requires an enlarged collateral circula- 
tion. The latter is further increased by the continuous 
trauma of the unimpeded retrograde waves in these 
veins. The communicating veins may also be affected 
by the waves, tending to dilate and eventually develop 
ostial incompetence. Thus varices may form which, in 
time, progress down the leg. Therefore an inversion of 
the venous flow is present in the collateral and also the 
communicating circulation. If a persistent thrombus 
occurs in the femoral or iliac veins the venous return 
utilizes the anastomosis between the veins of the thigh 
and the hypogastric branches or the veins of the ab- 
dominal wall. This would include such veins as the 
obturator, the sciatic, the internal pudendal, and the 
external pudendal. It must be remembered that these 
veins have no valves and their tributaries will develop 
varices in time. 

This description of the physiopathology of continu- 
ing obstruction pertains mainly to the high type. In low 
obstruction the same mechanisms are involved but only 
the collateral system is concerned. These readily adjust 
themselves. Since most of these have normally funce- 
tioning valves no varices occur, and only in the acute 
phase will there be any pathologic states which cause 
complaint. 

Arteriolar constriction usually occurs in the acute 
phase of thrombosis and acts as a protective mechanism. 
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As the disorder subsides the arteriolar constriction per- 
sists. This may be accompanied by formation of varices 
because of continuing obstruction or avalvulation. How- 
ever, arteriolar constriction may be the only eventuality. 
Alone this results in nonpitting edema of the inferior 
member. It is our belief that in many cases this ‘‘pure” 
sympathetic hyperactivity is associated with some un- 
noted underlying disease. 
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Fig. |. Normal venous function: (a) ascending and centripetal flow at 
rest, (b) muscular pumping of deep venous system during exercise, (c) 
aspiration of superficial venous system after exercise. 


Symptoms and diagnosis 
In general, a clue to pathogenesis and diagnosis 
will depend upon the topographic distribution of the 
varices. Those present in the upper thigh may indicate 
a high obstruction. Those confined mainly to the leg 
may indicate ostial valve insufficiency with minor 
avalvulation of the deep veins. Pinpointing the lesion 
to one or a few incompetent communicating veins may 
be possible by sharp inspection. However, to augment 
this inspection we usually use three tourniquet tests, 
the modified Trendelenburg, the Ochsner-Mahorner, 
and the Homans’. These will give a good picture of 
the position of the malfunctioning veins. As a further 
aid in diagnosis, functional phlebography is utilized. 
The ascending method may be used in the leg or the 
retrograde method in the thigh. These will readily aid 
in discerning venous incompetence in both the commu- 
nicating and deep veins. 
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Fig. 2. Avaivulation: (a) insufficient communicating vein and incompetent 
ostial valve, (b) medium loss of deep venous and ostial valves, (c) com- 
plete loss of deep venous and ostal valves. 
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-lvalvulation with Minor Loss of Valves.— 
In this subdivision the symptoms are confined to 
the leg because of the minor loss of valves. Some pa- 
tients may complain of a small amount of leg discom- 
fort; in others the discomfort may be very great, and 
edema of the leg will be present, indicating great insufh- 
ciency of the communicating veins. Venous stasis may 
cause chronic edema, ulceration, hyperpigmentation, 
loss of hair, chronic eczema, infected ulcers, indurated 
cellulitis, and capillary hypertension with involvement 
of the sympathetic reflex system. Occasionally, this 
symptomatology may be associated with varices of the 
great saphenous vein with a competent saphenofemoral 
valve. This possibility should be anticipated so that it 
will not confuse the diagnosis. 

The varices are usually confined to the leg without 
any specific anatomic distribution. During rest the 
varices will collapse. Standing causes the varices to 
fill, but exercise will empty them. The extent of this 
latter phenomenon will vary from case to case. Tourni- 
quet tests will indicate the location of incompetent com- 
municating veins. The functional phlebogram will 
indicate the relationship between the superficial veins, 
the incompetent communicating veins, and the deep 
veins. 

Avalvulation with Medium Loss of Valves.— 

This type of lesion involves most of the lower 
extremity because of the additional involvement of the 
femoral vein. However, this vein has some competent 
valves. The symptoms of the previous subdivision are 
increased accordingly. 

These varices will not empty on exercise and the 
extent found on clinical examination causes much con- 
fusion. The principal diagnostic aid will be the func- 
tional phlebogram which by showing the intensity and 
distribution of the incompetent veins facilitates the se- 
lection of therapeutic measures. 

-Ivalvulation with Complete Loss of \alves.— 

In this subdivision venous distention is enormous. 
The leg and thigh are involved throughout. Symptoms 
of the previous subdivisions are increased. Induration 
and edema are worst in this group. Healing is very 
poor following treatment of the ulcers. 

The whole extremity including the foot will be 
involved. Standing and walking are poorly tolerated. 
Edema is proportionally increased. During rest the 
varices will collapse. All tourniquet tests give positive 
results. Exercise usually results in an increased amount 
of dilatation. Emptying of a varix by manual expres- 
sion shows filling from either end. 

Low Obstruction of Deep Veins.— 

The obstruction in this group is below the sapheno- 
femoral junction. The collateral circulation is by way 
of the saphenous or other superficial veins. Initially 
edema and discomfort appear during exercise. These 
tend to disappear or improve as collateral circulation 
develops. 

High Obstruction of Deep Veins.— 

In this type, obstruction is above the sapheno- 
femoral junction. The veins, as previously identified, 
become dilated. Thus varices may be found in the 
medial aspect of the thigh when the obturator or ex- 
ternal pudendal vein is involved. Varices are found on 
the posterolateral aspect of the thigh when the sciatic 
or internal pudendal vein is utilized for collateral circu- 
lation. As previously stated, these veins have no 
valves. The patient will complain of edema and dis- 
comfort. 

Diagnosis depends on clinical inspection and x-ray 
findings after a functional phlebogram. Venous dilata- 
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tion will be markedly evident, and varix formation 
may or may not be present. Dilatation may involve the 
whole inferior member but will be most evident in the 
posterolateral aspect of the thigh. In high obstruction 
the veins mentioned above will be involved. In low 
obstruction the saphenous collaterals or leg veins may 
be dilated, and dilatation may be only for a short period. 

Varices of the posterolateral or medial aspect of 
the thigh will not be reduced with any of the tourniquet 
tests nor will they show any significant dilatation dur- 
ing exercise. The only positive sign will be increased 
edema following, long periods of walking or standing. 
The functional phlebogram will show dilated collaterals 
and the site of obstruction. 

Sympathetic Arteriolar Constriction.— 

No varices are evident. Chronic edema is very 
noticeable. This edema may be more firm than the 
pitting type found in venous stasis following avalvula- 
tion or obstruction. The temperature of the skin is 
decreased and sweating is marked. The arterial circula- 
tion is otherwise normal. 


c 


Fig. 3. Obstruction: (a) normal venous flow, (b) low obstruction, (c) high 
obstruction. 
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Firm edema involving the inferior extremity and 
absence of varix formation will be diagnostic of this 
group. However, diagnosis should be confirmed by a 
lumbar sympathetic block. If the edema then tends to 
disappear, diagnosis is correct. 


Treatment 

ur approach to therapy of the postphlebitic leg 
utilizes methods which impede the pathologic retrograde 
flow and its subsequent traumatic transmission of ab- 
dominal pressure. Although it has been accomplished 
experimentally, construction of valves is useless. It 
should be remembered that the obstructive lesion is less 
disturbing to the patient than avalvulation. Hence these 
patients can be treated conservatively as outlined below. 

The surgical possibilities for this ailment are di- 
rected toward three main factors, the retrograde flow 
and pressure, the insufficiency of the communicating 
veins, and the arteriolar sympathetic hyperactivity. 
Since the first factor is due to valvular incompetence of 
the deep veins it is very difficult to combat. Linton® 
suggests femoral vein ligation. In many of the more 
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Fig. 4. (a) Ligation of femoral vein. below the saphenofemoral junction 


(left) and above the sap al j} (right). (b) Ligation of in- 
sufficient communicating vein to prevent retrograde wave and venous reflux 
to the surface. 


severe cases of complete loss of valves of the deep 
veins this will be a palliative measure. In our use of 
this operation we always first perform phlebography in 
order to demonstrate the deep venous insufficiency. On 
the other hand, Bauer’ has proposed popliteal ligation 
to overcome this deep venous insufficiency. In our judg- 
ment this will in no way reduce the deep retrograde 
venous flow to the leg. The point of ligature will be 
circumvented by way of incompetent conamunicating 
veins of the thigh and the leg. Many operations need 
to be followed by supportive conservative measures. 

As an approach to the incompetent communicating 
veins, Linton® has proposed an operation consisting of 
a single large medial incision on the leg through which 
are tied all communicating veins in the subfascial space. 
This has proved to be a very poor operation because of 
the numerous complications such as necrosis at the 
suture line, excessive drainage, and deformation of the 
incision. The same results occur in Degni’s* modifica- 
tion (subcutaneous ligation). We feel that a much 
better approach is the use of preoperative functional 
phlebography to demonstrate all the incompetent com- 
municating veins, followed by surgical ligation of these 
veins. These veins are ligated in the subfascial space, 
and it is necessary to utilize many small incisions. In 
many instances one small incision may suffice for sev- 
eral communicating veins that are in proximity. If the 
operation is performed properly, stripping of superfi- 
cial veins is not necessary. It is interesting to note the 
present trend of ligating the perforating veins during 
the procedure of stripping of any leg veins. 

In the case of numerous insufficient communicat- 
ing veins in the leg, consideration should be given to 
the possibility of double ligation of the popliteal vein 
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Fig. 5. (a) Ligatien of popliteal vein, (b) double ligation of popliteal 


vein, (c) compression of superficial veins from elastic stocking. 
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ana its major branch. This will abolish the retrograde 
flow and pressure in these veins and force the deep 
venous flow to other leg veins. 

Lumbar sympathectomy, directed against sympa- 
thetic hyperactivity of the arterioles, is a third surgical 
measure. In rare cases it may be the only procedure 
necessary. Before actual performance of sympathec- 
tomy, a therapeutic trial by procaine block is attempted. 

In cases of deep venous obstruction without aval- 
vulation or, as supportative therapy following surgical 
procedures, certain conservative measures are nec- 
essary. An elastic stocking will help to decrease edema 
and discomfort in the leg and protect the superficial 
veins. Elevation and rest of the leg for short intervals 
during the day may also be of aid. Instructions in 
proper hygienic care of the feet should be given. Any 
interdigital infection will greatly aggravate the symp- 
toms. The use of anticoagulants has been suggested 
even in old pathologic cases. In some cases these drugs 
have proved themselves useful. Recently our attention 
has been focused upon activated trypsin (Parenzyme), 
and in these cases and in acute exacerbations it has 
been found to be most helpful. 


Conclusions 
We have attempted to present a new understand- 
ing of the physiopathology, diagnosis, and treatment 
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CATARACT 


T. J. RUDDY, D.O. 


Los Angeles, California 


IN THE SPAN of life and the high incidence 
of cataract in older persons have intensified the search 
of the ophthalmologist for some method of aiding pa- 
tients suffering from this disease. 

Methods which have been advised for the nonsur- 
gical treatment of cataract, according to Duke-Elder,* 
may be placed in two categories: treatment to cause 
absorption of the opacities and treatment to improve 
nutritional and metabolic disturbances or deficiencies 
which may play some determining part in the opacifica- 
tion of the lens. 

It was with the hope of finding an approach to the 
latter method that I have administered an oral sulfhy- 
dryl-containing compound. Other therapy has been 
applied where it was indicated, both with and without 
« sulfhydryl compound. Observations reported in this 
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of an old problem, the postphlebitic leg. The almost 
routine use of phlebography and ligation of the grouped 
or isolated insufficient communicating veins has im- 
mensely increased the number of cases that have shown 
improvement. Although we have not formulated a 
plan for alleviation of all cases, we feel that through 
better comprehension of the physiopathology and by 
modification of the existing technics we are now able 
to make a more definitive diagnosis which leads to 


more rational treatment of the postphlebitic leg. 
Zieger Osteopathic Hospital 
4244 Livernois 
(Dr. Simmons) 
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study have extended over a period of years and cover 
the treatment of a large number of patients. 

Improvement in those cases in which sulfhydryl 
has been administered orally suggests that this com- 
pound has been able in some manner to supply some 
vital constituent of which there has been a local defi- 
ciency. These clinical results, I believe, may now be 
discussed in the light of biochemical research and the 
study of enzyme chemistry which have made important 
strides in recent years. 

Duke-Elder says that regardless of the etiology of 
senile cataract its development undoubtedly is associated 
with the onset of senile changes generally throughout 
the body and its occurrence should indicate the neces- 
sity for a general review of the life and\habits of the 
patient. 

Retrogressive changes of cataract are manifested 
anatomically by loss of the nuclei of the fibers and their 
compression into a homogeneous rubbery mass. They 
are manifested chemically by a loss of water, a replace- 
ment of soluble by insoluble protein, and a deposition 
of inert material. They are manifested physiologically 
by diminution of permeability, loss of oxidative activity, 
and failure of metabolism. 

Duke-Elder also points out the metabolic aspects 
involved and the role of the oxidative mechanism and 
states that the influence of general metabolic dis- 
turbances in the determination of cataract has always 
seemed obvious both because of the bilaterality of the 
condition and its tendency to develop in conditions of 
ill health. Senile cataract is thus the result of senescent 
metabolic changes, and the occurrence of cataract in 
pathologic conditions, such as acute illnesses, diabetes, 
or tetany, results directly from these processes acting 
upon the lens through their effects on the general 
metabolism. 

Since the lens is not supplied with blood vessels 
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Even a small amount of 
improvement in the upper bracket 
of visual loss means a 
relatively great improvement 


to the patient 


but forms an isolated system suspended in the aqueous 
humor, it cannot obtain and utilize oxygen as do other 
vascularized tissues. Therefore it utilizes intracellular 
autoxidation systems which depend on substances which 
act as hydrogen acceptors. In most tissues these form a 
supplementary oxidative mechanism, but in the lens 
they assume a primary role. 

Included in the mechanisms which Duke-Elder 
lists as being active in the autoxidation systems are: 
(1) proteins, whose reducing properties are due to 
the sulfhydryl group in cysteine, (2) glutathione, also a 
sulfhydryl compound, which forms a reversible oxida- 
tion-reduction system with the proteins, and (3) vita- 
min C (cevitamic or ascorbic acid), which forms an 
irreversible oxidation-reduction system, probably in 
association with glutathione, thus releasing energy for 
the metabolic needs of the lens. 

A cataractous lens can be referred to as an as- 
phyxiated lens, and one of the important factors in the 
development of cataract is a loss of cysteine, gluta- 
thione, and ascorbic acid, which are substances active 
in oxidation. It has been shown that there is a physio- 
logic relationship between glutathione and ascorbic acid 
and that glutathione functions as a regulator of meta- 
bolism.* 

In a discussion of compounds in cells which are 
generally considered as particularly sensitive to oxidiz- 
ing agents, Wald* states that sulfhydryl groups are 
among the first things thought of and that roughly 
half the known enzymes are sulfhydryl enzymes. 

Another consideration which adds to the interest 
of the clinician in the chemistry of the SH (sulfhy- 
dryl) and SS (oxidized form of sulfur) systems such 
as might conceivably be involved in glutathione chem- 
istry is the statement by Calvin* that recently there 
has been added interest in the possibility that gluta- 
thione is a common intermediate in the synthesis of all 
peptide links, particularly in view of the existence of 
enzyme systems which transfer gamma-glutamyl resi- 
due to a whole variety of other amino acids. 

With this and other evidence that is available, it is 
inevitable that the clinician should turn to the bio- 
chemist for an interpretation of enzyme chemistry be- 
cause, as Green® has stated: “It would be in the nature 
of a platitude to say that there is hardly a branch of 
biochemistry which cannot be analyzed or at least inter- 
preted in terms of enzymes or enzymic phenomena.” 

However, it is interesting to note that the clinician 
is recognized as a contributor to advances in scientific 
research by men like Hoagland® who has written: 
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- dominate.” He pointed out that 


The medical biochemist hopes ultimately to provide a basis 
for the interpretation of disease phenomena which will permit 
the description of a given syndrome in terms of the nature of 
chemical and physiological alterations in the cellular mechanisms 
of the affected organ. To achieve the synthesis of knowledge 
required for this ambitious task he must rely on information 
supplied from fields as dichotomous as that of the naturalist, 
whose efforts may follow only the dictates of nis curiosity, and 
that of the clinician charged with the practical responsibility of 
alleviating disease. 

Indications for the use of a sulfhydryl-containing 
compound in cataract are based on the fact that it has 
been shown that the glutathione content of the lens 
decreases with age and gradually disappears with the 
development of cataract. It has also been shown that 
with the loss of glutathione the vital power of oxidation 
fails and that the addition of a minute amount of gluta- 
thione restores the oxygen uptake to normal.' 

Regarding this situation Bellows’ has stated : 

The loss of glutathione—or more accurately—the decreased 
intensity of the nitroprusside reaction’ has been confirmed time 
and again for various types of clinical and experimental cata- 
ract. . . . The vital role played by glutathione in the oxygen 
uptake of the lens was graphically shown by Adams in 1925. 
. . . Kogel advanced the suggestion that cataract patients be 
treated wtih sulfhydryl compounds, because of their ability to 
transfer oxygen. 

In discussing the relations of glutathione to the 
mechanism of respiration, Elvehjem* has pointed out 
that since it is the sulfur group alone which is of 
importance in connection with tissue oxidation, its 
formula may be abbreviated to GSH. 

It has been shown that the lens fibers are deprived 
of their normal respiratory potentialities as a result of 
derangement of the autoxidative systems. [resenting 
recent advances in research in the field of glutathione 
chemistry, Dische® discusses the factors involved in the 
process of aging and cataract formation: 

Glutathione in the lens is part of a delicately balanced 
oxidation-reduction system. 

The lens fibers persist during the whole life span of the 
animal, and the new fibers which are formed continuously 
from a germinal layer displace the older fibers toward the 
center of the lens. During the process of aging of the fibers, 
the soluble proteins are slowly precipitated and an insoluble 
protein appears. This process was shown to be due to a partial 
oxidation of cysteine in the soluble proteins. The content of 
GSH in the lens fibers decreases with age. Similar changes are 
observed during the formation of senile cataract and radiation 
cataract. 

All these findings suggest that GSH is part of a regulatory 
system in the Jens which controls the speed of oxidation of 
lens protein and possibiy the solubility of the oxidized protein. 
The observation by Embden and his associates that there is « 
decreased solubility of muscle proteins in aged animals suggests 
the possibility that an analogous relation between oxidation, 
precipitation, and GSH is characteristic of the aging process 
in other body cells which, like the lens, persist throughout life 

In reviewing the composition of the lens Bellows" 
stated, “Practically all of the minerals found elsewhere 
in the body are evident, the potassium and sulfur pre- 
“Mackay and co- 
workers found almost half of the total ash (45.8 per 
cent) of the normal lens to consist of sulfate.” 

The foregoing contains but a few references to 
the total literature on this subject, but they are deemed 
sufficient to support the theoretic explanation of clinical 
results observed when cataract has been treated with a 
sulfhydryl-containing compound. In the cases that have 
been treated by me and by a number of other ophthal- 
mologists the medication used was Hydrosulphoso! 
(FE. C. Lientz & Co.), a calsulfhydryl preparation. 
Calsulfhydryl is the generic name for the compound 
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aqueous dispersion of sulfur complexes of calcium 
polysulfides and thiosulfates which contain a_ labile 
sulfhydryl group." 

Since these same preparations have been used with 
beneficial effects in treating ocular complications result- 
ing from injury or pathologic changes in the retina, it 
appears that sulfhydryl is important in the retina. An 
illustration of the severe damage that can be inflicted 
on the retina because of inactivation of sulfhydryl 
groups in certain enzyme systems is supplied by studies 
of the action of oxygen in retrolental fibroplasia. 

A report by Lanman, Guy, and Dancis’’ refers 
to this situation as follows: 

In vitro studies on slices of brain tissue by Dickens and 
Stadie and coworkers have shown that elevated oxygen ten- 
sions inactivate a number of enzymes essential in the interme- 
diary metabolism of carbohydrates. Most of tltese enzymes 
contain sulfhydryl groupings, and it is this radical that is prob- 
ably affected. 

Patz? who has studied extensively and reported 
on the role of oxygen in retrolental fibroplasia, notes : 
“Dickens has demonstrated that 100 per cent oxygen at 
normal atmospheric pressure inactivates the essential 
SH group of several enzymes related to the pyruvate 
oxidase system, particularly succinic dehydrogenase.” 

In connection with Patz’ statement and the sug- 
gestion by Elvehjem™ that this compound might be 
expected to stimulate the activity of the succinic dehy- 
drogenase enzyme, the use of oral calsulfhydryl in 
ocular complications would appear to be indicated. 

In considering the importance of sulfhydryl in the 
retina it can be noted that the retina is included in the 
organisms that have been identified as facultative or- 
ganisms which are responsive to the Pasteur effect. 
Lipmann”’ has pointed out that there exists a well- 
developed system of anaerobic energy conversion in the 
retina where the oxygen supply is poor or unsafe. 

In a more extensive review of the Pasteur effect 
ind the functioning of facultative organisms, Lip- 
mann’ has stated that it has been shown that thiol com- 
pounds provide protection for the fermentation system 
against the action of small amounts of oxygen and 

. with impoverished organisms protection can be restored 
with cysteine . . . with high oxygen pressure the physiological 
concentration of the protective system is not high enough to 
counteract the oxidative inhibition and aerobic disappearance 
of fermentation; that is, the Pasteur effect occurs. When the 
concentration of thiol compound is increased, the oxidative 
inhibition is blocked again, and aerobic fermentation appears. 
In other words, the occurrence of fermentation depends on the 
relative concentrations of SH-compound and oxygen, respectively. 
Reference is made to this situation because there is 
evidence that some infants with retrolental fibroplasia 
have been treated with oral Hydrosulphosol with bene- 
ficial effects. ~ 

Included in ocular complications in which the use 
of calsulfhydryl therapy is indicated are those involving 
diabetic retinopathy. The favorable clinical results 
obtained in this condition are in line with the studies by 
Sullivan and Mazarella'’ which proved that Hydro- 
sulphosol solution reacts in vivo as would be expected 
of a sulfhydryl compound. In experiments with this 
compound these workers showed that the calsulfhydryl 
preparation is able to protect animals against the fatal 
convulsive effects of alloxan diabetes in a manner com- 
parable to dimercaptopropano (BAL), which was tested 
under similar conditions at the same time. 

The indicated value of calsulfhydryl preparations in 
the treatment of ocular complications was first called 
the attention of ophthalmologists by 
who used them successfully in treating burns in the 
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eyes and on adjacent tissues. A later report®? showed 
that this sulfhydryl-containing compound favorably 
influenced healing of lesions produced by exposure to 
x-ray. Most of the lesions treated were of long stand- 
ing and had resisted other methods of treatment. That 
these results might be expected was suggested by the 
studies of McBroom*! who conducted controlled experi- 
ments in the treatment of burns due to exposure to 
ultraviolet radiation and Mellon’s*? later review of 
cytologic and biochemical aspects of this therapy. In 
one report Cruthirds** refers to indications for the 
treatment of cataract with oral Hydrosulphosol. 

The favorable results reported in eve burns were 
confirmed and the field of application enlarged by 
Kuhn** who added a calsulfhydryl preparation to castor 
oil as a treatment for major eye burns. I have been 
able to repeat Kuhn’s findings, and many other ophthal- 
mologists also have confirmed the accuracy of his state- 
ments regarding the efficacy of this medication. In 
considering this situation it must be borne in mind that 
the superior results reported by Kuhn, and confirmed 
by others, were obtained in the treatment of acute or 
major eye burns, not merely exposures. It is also 
imperative that the technic developed by Kuhn be 
followed if the desired tissue healing is to be achieved. 
This technic includes instillation of Hydrosulphosol 
ophthalmic oil and application of a pressure dressing 
which is left in place for 24 hours. More of the 
ophthalmic oil is then instilled, and a new pressure 
dressing applied for another 24 hours. 

Studies on the effect of glutathione in radiation 
injury confirm the fact that a compound of this nature 
could be expected to stimulate healing of corneal 
epithelium. Cronkite and his associates?’ have noted 
that Friedenwald observed shortening of inhibition of 
mitosis of corneal epithelium by SH compound. 

While some of the conditions that have been 
treated successfully with calsulfhydryl involved changes 
that have been regarded as irreversible, it is interesting 
to speculate on whether this estimate has been accurate. 
In a report on the treatment of corneal scars, which 
included reference to the experience of others as well 
as his own cases, Cruthirds*® pointed out that it has been 
found that by the use of a sulfhydryl compound certain 
pathologic changes can be reversed. These studies con- 
cerned the use of BAL in the treatment of poisons 
caused by certain heavy metals, and results seem to 
advance the theory that a biochemical lesion in a tissue 
formed by partial blocking of an enzyme can cause 
pathologic damage. It is significant that the reversibility 
of this pathologic change can be proved. 


Cataract strikes fear and 
dismay into the heart of the aged 
whose comfort and happiness 
in later years depend so much 


upon retaining or regaining vision 
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Where the damage may be caused by inactivation 
of enzyme activity, there is reason to believe that help 
can be afforded if there is a relationship between the 
chemical compound used and the factors that were 
responsible for blocking of the enzyme activity, because 
it has been shown that all enzymatic reactions must be 
reversible.** 

In appraising clinical results it is necessary to 
recognize the fact that the rate and final degree of 
response will show variation. Some patients’ recovery 
of visual acuity approaches near normal or normal. 
In other cases thé gain in vision, while it can be classi- 
fied as useful, may be limited. However, Veach** points 
out that in cases of corneal opacity it is remarkable 
that even a small amount of improvement in the upper 
bracket of visual loss means a relatively great improve- 
ment to the patient. 

Another factor that enters into the appraisal of 
results in these cases is the possibility that the lens or 
the condition of the eyes may undergo so little change 
as to be almost undetectable by the ophthalmologist 
during the earlier periods of treatment. This lack of 
physical change may persist long after the patient 
undoubtedly has experienced improvement in his ability 
to see. 

I have been able to follow some of these cases for 
2 and 3 years, and as treatment has continued, changes, 
denoting improvement which could not be detected 
earlier, have taken place slowly in many cases during 
the second and third years. Another interesting de- 
velopment observed following use of calsulfhydryl 
therapy is an improvement in the patient’s general con- 
dition, particularly older patients whose physical condi- 
tion may have been impaired when treatment was 
started. 


Treatment 

It is not within the scope of this paper to embrace 
the many details involved in the proper treatment of 
cataract. The condition is one which strikes fear and 
dismay into the heart of the aged patient whose comfort 
and happiness in later years depend so much upon the 
retaining or regaining of vision. For this reason the 
ophthalmologist is justified and duty bound to help the 
patient avail himself of the benefits of all means and 
methods that will remove the exciting and predisposing 
etiologic factors of the disease. 

No functional, structural, chemical, or mechanical 
influence which may prevent, retard, or rectify opacifi- 
cation of the lens should be ignored. Thus a thorough 
physical check should be made for undue tension and 
pressure in any area of the body, for infection, and for 
retention toxemias. Tests should be made for nitrogen, 
uric acid, sugar, cholesterol, and iodine in the blood; 
the icteric index should be determined to ascertain the 
presence of latent jaundice and even the leukopenic 
index for wheat, milk, and eggs (cataract being 
worsened by histamine). In addition a complete study 
and record should be made of the condition of the 
cornea, iris, lens, vitreous, retina, optic nerve, the ar- 
terial supply, and the venous drainage, particularly the 
filtration angle and canal of Schlemm, and visual acuity 
and refractive errors should be determined. 

The blood which causes and maintains the cataract 
will not cure the cataract. The blood must be changed, 
and every cell in the lens must be given a full and free 
supply of oxygen and total nutritional requirements. 

The patient should be instructed to avoid excess 
salt, pepper, meat sauces, greasy salad dressings, 
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pickles, vinegar, processed sugar, preservative-contain- 
ing flour, foods such as acid fruits, tomatoes, and 
rhubarb in combination with high percentage starches ; 
foods rich in sugar; animal fats; and all difficult to 
digest foods such as corn, peas, and beans with hard 
shells; and any substances requiring unusual physio- 
logic activity of the liver, pancreas, or kidneys, thus 
preventing these organs from adequate participation in 
the dissipation of the toxic condition in the lens. 

The diet should include fruits and hot water 30 to 
+5 minutes before meals and at bedtime, coddled eggs, 
wheat-free breads, vegetable butter and other fats, lean 
meats, raw and cooked greens, medium percentage (7, 
12, and 15 per cent) starches ; desserts (except custards, 
tapioca, et cetera) should be excluded as well as coffee, 
tea, chocolate, cocoa, cola, wines, beer, and hard liquors. 
Tobacco should not be used. The objective is to aid 
nutritional functions by feeding normally stimulating 
essential foods and by avoiding toxic, excessively 
stimulating and irritating nonessential and damaging 
substances. 

If the patient has only fresh food in variety rather 
than in large servings and a proper intake of water, 
minerals, protein, carbohydrates, and fats, all contain- 
ing an abundance of vitamins, it will not be necessary 
to prescribe concentrated vitamins and/or chemicals 
that frequently result in excessive histamine production 
and its sequelae of paroxysms of involuntary muscular 
activity, dilated arterioles, increased permeability of 
capillaries, and edema with its blocking of nutrition to 
the lens. 

In my practice I aid the inflow of oxygen and 
nutrients and the outflow of waste substances by apply- 
ing osteopathic manipulative procedures to the cervical 
and pterygomaxillary regions and to the eyeball 
(through the upper lid), augmented by the use of the 
Microwave, surging sinusoidal therapy, and Oculovac 
(vacuum suctioning) over the sclera. Correct diet plus 
oral Hydrosulphosol in the maximum tolerated dosage 
will produce good results if the food and chemical 
compound can reach the lens cells and waste products 
can reach the kidneys. 

Calsulfhydryl preparations are available in two 
forms, one for external and the other for internal use. 
Hydrosulphosol solution, 1 or 2 drops, can be instilled 
in the eye three times daily. The solution is diluted 
1:20 in water ; however, if the conjunctiva and cornea 
are hypersensitive, dilutions of 1:40, 1:60, or even 
1:100 can be used at first and the strength gradually 
increased. Oral Hydrosulphosol is administered in a 
dosage of 3 drops in a no. 1 gelatine capsule three 
times daily after meals and gradually increased by an 
additional drop every 2 weeks to a maximum of 10 
drops three times a day. The degree of tolerance may 
halt the dosage strength before the maximum number 
of drops is used. 


Summary and conclusions 
Statistics show that there are between 18 and 19 
million persons in the United States who are more than 
60 years of age.*® Medical records show that as persons 
grow older, physical activity is reduced and vision be- 
comes impaired at a time in life when ability to see 
becomes increasingly important. 
The same changes that accompany the aging proc- 
ess of other body cells are manifest in the lens fibers 
which persist during the whole life span. 


(Continued on page 136) 
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The 1956 Andrew Taylor Still 


Memorial Lecture 


Tue AnpREW Taytor Stitt Memorial Lecture is 
presented annually at the national convention of the 
American Osteopathic Association under a directive 
first instituted in 1946 by the Association’s Board of 
Trustees. The lecturer, named by the Board upon 
recommendation of a specific committee, must be a 
physician who is known to have made a genuine contri- 
bution to osteopathy. As an honor, selection as the 
lecturer is outranked in the osteopathic profession only 
by receiving the Distinguished Service Certificate. 

The attention of our readers is called to the 1956 
lecture, Man, the Challenge to Osteopathy, Yesterday, 
Today, and Tomorrow, the lead article in this issue of 
Tie JourNAL. It conforms to the pattern of modern 
lecture practice of such type, to memorialize a man not 
so much for his past achievements as to reinterpret 
these achievements in terms of the present and relate 
them to a foreseeable future. A lecturer, by this 
method, makes possible the continuing rebirth of the 
man memorialized—a creative use of the dead past that 
its productive elements become a part of the living 
present. 
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Dr. Paul van B. Allen of Indianapolis, Indiana, 
has succeeded admirably in presenting Dr. Still, initiator 
of a-teform movement in American medicine, as a 
physician challenged by the health and disease of human 
beings—challenged, in a word, by Man. Three-quarters 
of a century later, to Dr. Allen, the challenge to Still 
has become a challenge to the osteopathic movement 
itself. It is within these expanding limits that the 1956 
Still Memorial Lecture has been cast. Our readers are 
asked to read it thoughtfully, and to pursue in their 
own minds its relational aspects to a situation recently 
termed “the road ahead in osteopathy.” 


Osteopathic nomenclature 

Editorially, however, we would emphasize a de- 
rivative phase of the Lecture, the unquestioned recog- 
nition by Dr. Allen of the fact that the osteopathic 
movement has become one of the two healing art 
professions whose physicians and surgeons are trained 
in all branches of medicine and surgery, including 
obstetrics and the use of drugs, manipulation, and 
operative surgery. Some readers will ask immediately, 
“Well, what is new about that recognition? It goes 
back to osteopathy’s early beginnings. It is even im- 
plied in the first charter granted to an osteopathic 
school.”” That, of course, no knowing person will deny. 
The point is that word usage has been kept straight 
by the lecturer—his semantics creates no paradoxical 
problems for his readers. 

For more than a decade, the profession has made a 
somewhat concerted effort to educate a vast lay public 
almost totally uninformed about the education, train- 
ing, and services of osteopathic physicians. A part of 
this informal program of education has called for the 
use of certain descriptive words and phrases and dis- 
couraged the use of others when referring to our pro- 
fession. lor example, osteopathy has been more often 
than not named “osteopathic medicine,” and doctors of 
osteopathy “osteopathic physicians.” Regional groups 
have occasionally termed themselves “osteopathic medi- 
cal,” an adjectival combination praiseworthy in_ its 
informative intent, but rated as without grammatical 
sense by linguistic authority. 

In official A.O.A. publications in recent years, 
osteopathic medicine has been considered, profession- 
Wise, as synonymous with osteopathy ; osteopathic phy- 
sician with doctor of osteopathy. Such usage can be 
defended and will be continued in the A.O.A. publica- 
tions where it best serves the content of the copy. The 
combination, osteopathic medical, is not employed in 
these publications except as demanded by a proper 
name. 

The fact is, however, the use of terms by individ- 
uals or groups to identify themselves does not guaran- 
tee that others will identify them in the same style. 
“Osteopathic medicine” and “osteopathic physician” 
have not caught on in the field of journalism, semantic- 
ally correct as these words can be proved to be. “Osteo- 
pathic medical” will not be employed for reasons 
previously stated. No resolutions by self-identifying 
bodies, no adoption of official names, and no arguments 
for their use however logical they may appear will be 
convincing to reporters and lay writers if the words 
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differ from common and accepted practice. There are 
ordinary language uses which journalists will not ques- 
tion any more than they would question the weather. 
Newspaper people, especially, will not stand for having 
their wits polished for them. 

The writer establishes a communication line di- 
rectly with his reader. He will brook no interference 
with that line, even from the subject of his writing. A 
popular student of language use, Stuart Chase, author 
of the widely read “Tyranny of Words,” in his recently 
published “Power Over Words,” suggests that when a 
reading audience turns away, there is something wrong 
with the writer’s communication line. He quotes from 
a classic of fiction, “The Brothers Karamazov,” to 
make his point: “If people around you are spiteful 
and callous and will not hear you, fall down before 
them and beg their forgiveness ; for in truth you are to 
blame for their not wanting to hear you.”” And this was 
written years before there was such a subject as 
semantics known. 

Actually the terms by which the osteopathic pro- 
fession is identified and will continue to be known have 
been set up by its friends, laymen in positions of in- 
fluence and authority. These terms are to be found 
in legislative enactments and judicial decrees at both 
the state and federal levels. After more than a half- 
century they are assuming a definite pattern. The most 
recent examples of statutory definition of the osteo- 
pathic profession and its practitioners, set in sharp 
contrast to the medical profession and its practitioners, 
are to be found in the provisions of the public law, 
especially in the recent Social Security Amendments 
(Public Law 880) and in all provisions of the amend- 
ments to the Army-Navy-Public Health Service Medi- 
cal Officer Procurement Act of 1947 relating to military 
commissions for doctors of osteopathy. The words of 
the federal statutes as they refer to osteopathy, its edu- 
cational standards, its colleges, and its doctors are 
unmistakable. The language is simple: it is fixed and 
official, historically accurate, and faithful to the profes- 
sion’s development. And it keeps the issues clear in the 
minds of laymen—this last characteristic is one of 
unquestioned value in any public relations program. 

These legislative and legal definitions of osteopathy 
are the ones also used by the Armed Services, Veterans 
Administration, the United States Public Health Serv- 
ice, and the voluntary health organizations which are 
fellow members of the American Osteopathic Associa- 
tion in the National Health Council, among others. 

A problem arises in the use of the word “osteo- 
path,” so popular with reporters and writers generally. 
One reason for its popularity among journalists is that 


it has a similar contextual usage to such shortened pro- - 


fessional terms as lawyer, dentist, veterinarian. “Os- 
teopath” does seem a very logical word, and it is richly 
historical and was once a distinguished appellation. But 
words have floating meanings, and today the term 
“osteopath” has developed a limiting connotation, 
through no fault of the profession itself. 

How can the profession establish a rapport with 
writers who have demonstrated that certain usages are 
not acceptable to them? Or more basically, how can 
this profession get itself identified in the public mind? 
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Newspapers, magazines, and writers of books ar 
strongly committed to be descriptively accurate. The 
word “osteopath” is not synonymous with the word 
“physician.” Since doctors of osteopathy are physi. 
cians, the Congress of the United States in laws relat 
ing to the osteopathic profession has seen fit to sc 
amend public law so that it clearly distinguishes betwee: 
the two healing art professions in the United State- 
that provide a complete health service. These two pro 
fessions are the profession of osteopathy and th 
profession of medicine. Their practitioners are referre: 
to, therefore, as doctors of osteopathy and doctors o: 
medicine. Of these physicians and surgeons, one grouy) 
has the degree, D.O. (doctor of osteopathy) and th: 
other group has the degree, M.D. (doctor of medicine). 

By encouraging the use of the Government’s ap 
proach, the osteopathic profession cannot be charged 
with an attempt to identify itself by its own definition 
—it is only advising such usage as a method of avoid 
ing confusion when reference is made to physicians an< 
surgeons. But, first of all, the profession must set the 
example of proper usage itself. Patience and time for 
educating and informing the public will finally make 
distinctions clear in the public mind, between the two 
groups of physicians and surgeons. 

There is no value to words in themselves. Their 
value comes only in their power to give meaning to 
meaning. Used otherwise, they become traps for hu- 
mans and are able, as Mr. Chase pointed out 15 years 
ago, to tyrannize men. Some observers suggest that if 
Western civilization is blown to pieces, hydrogen bombs 
may make it possible, but words will create the occa- 
sion for their use. 

Purposely this editorial has placed no emphasis 
upon the real substance of the 1956 Memorial Lecture 
which grows out of a consideration of the nature of 
osteopathy today, in contrast to the nature of medicine. 
Dr. Allen has done this so clearly in his paper that any 
attempt to interpret the Lecture would be pretentious. 

And his terminology of reference is classic: The 
profession of osteopathy and doctors of osteopathy. 


A statistical survey 


A statistical survey of the osteopathic profession 
is to be made during the month of November, the firs! 
step in a mechanical statistical program to be continual- 
ly kept up to date by modern methods. Its initia! 
success is dependent upon the response of each osteo 
pathic physician to the questionnaire which he wi'! 
receive by first class mail soon after October 26, an 
which should be filled out and immediately returned. 

An editorial in the September Forum, You Ar: 
To Be Examined, and an editorial notice in the Octobe 
issue under the heading, Be on the Lookout, have a! 
ready provided every member of the profession wit! 
the details of this study planned by the A.O.A. Boar! 
of Trustees at its annual meeting in New York City in 


July. 


Journat A.O.A. 


\ 
| 


The American Osteopathic Association is being 
called upon much more frequently than ever in its his- 
tory by federal and state agencies to furnish data 
concerning the profession and its doctors. Various 
voluntary cooperating health groups and other agencies 
are also increasingly asking for such data. The infor- 
mation which the A.O.A. has, while covering many 
details, is incomplete in others. It must be made com- 
plete, and it must be put in a form in which it can be 
transferred to IBM cards and thereby made readily 
available upon request. The questionnaire which each 
physician has received will not take more than 10 
minutes to complete. It is important that the completed 
form be returned as quickly as possible. The completed 
project is one of great importance to every member of 
the profession, but one dependent for its success upon 
the response of each member. 


The profession’s life line 


THE ONLY MAJOR ACTIVITY of organized osteop- 
athy not reported upon in the September 1956 JouRNAL 
was that of The Osteopathic Foundation, although its 
formal report was presented at the 1956 New York 
Convention. The Foundation is an affiliate agency, or- 
ganized separately from the American Osteopathic 
Association. It is true that The Foundation’s Board of 
Directors is identical with the Board of Trustees of the 
A.O.A.; its officers are the officers of the A.O.A.; and 
both agencies have bureaus and committees that are 
identical in name, and in personnel, identical, but with 
no duplication of activity. Actually, The Foundation 
is the corporate and legal body of organized osteopathy 
concerned with its philanthropic activities and endowed 
with a breadth of purpose beyond that granted the 
Association. The Osteopathic Foundation, created in 
1949 after a long and careful study of its need, was 
made possible by the General Not-For-Profit Act of 
the State of Illinois. It is “dedicated to improvement 
of the public health and welfare through advancement 
in osteopathic education and research.” The Founda- 
tion’s limitations are explicitly stated: “No part of the 
earnings of the corporation [Foundation] shall inure to 
the benefit of any member or individual and [it] shall 
not engage in, nor shall any of its funds or property 
be used in carrying on propaganda or otherwise at- 
tempting to influence legislation.” 


Two major activities 


Two major activities of organized osteopathy, 
both known in their own right—the Osteopathic Prog- 
ress Fund and the Research Fund—are administered 
by The Foundation. The Student Loan Fund and the 
Christmas Seal Fund, also important projects, are like- 
wise an administrative responsibility. 

Although all the commissions of The Foundation 
are significant to the osteopathic movement in medicine, 
the one that tops all and that has aroused commendation 
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outside the profession is the Osteopathic Progress 
Fund. There is scarcely an osteopathic physician who 
has not heard of OP F—there are a good many thousand 
who have worked with and for it, and many more who 
have participated in all or a part of its whole life, 
making its continuing achievements possible. 


Adaptability of OPF 


Part of the success of OPF is its adaptability—its 
changing face, the better to meet new challenges. 
Support of the osteopathic colleges was grounded first 
in their alumni organizations. Their efforts were tied 
together about 13 years ago into a loosely organized 
alumni campaign under the alphabetized name that has 
become synonymous with advance in osteopathic educa- 
tion. OPF assumed a truly national aspect in 1947 by 
the conversion of standardized Community Chest tech- 
nics into pledge procurement campaigns conducted 
through divisional societies. By 1950, the Living En- 
dowment concept in fund raising had been introduced. 
A little later, a variant was suggested by “support- 
through-dues” proposals ; by 1955-1956 several leading 
divisional societies had legislatively committed them- 
selves to such a program. Momentum seems to be gain- 
ing for this type of project. 

Recognition of the necessity for a still broader and 
more inclusive look at the fund raising activities of the 
profession was arrived at with the employment of a 
firm of nationally known research and analytic con- 
sultants—Gonser and Gerber of Chicago. Four months 
of study by these experts paid off in a comprehensive 
report, which has been referred to in these columns 
upon several occasions. The study and the report did 
not deal with methods and technics of fund raising, but 
with the principles, policies, and practices upon which 
such a support-effort as OPF must be based, with a 
long look ahead. 

The financing of osteopathic education has become 
a big business of its own, and the agencies involved 
must reckon with all its ramifications including the 
broadest possible public relations program. The profes- 
sion’s public relations program and its fund raising 
campaigns cannot be separated, said Gonser and Gerber. 
Financing osteopathic education will come closer to a 
solution only by an integrated approach. The big ques- 
tion for the osteopathic movement is to recognize first 
things first, knowing that others will fall properly into 
line. The current means of support of osteopathic edu- 
cation must be measured against standard practice in 
this field. 

No accounting of the OPF and of its adminis- 
trated agency, The Osteopathic Foundation, can be 
made without recognition of the prominent role played 
by Lewis F. Chapman. Mr. Chapman came to the 
A.O.A. in 1947 as Director of OPF. More recently he 
became Executive Director of The Osteopathic Founda- 
tion. He is widely known—and personally—to the 
profession. His service has been of a special kind and 
pattern. His recent epitomization of the position of the 
osteopathic movement in medicine, not only reveals his 
intimate knowledge of the problems it faces, but it has 
an aphoristic quality: “The status of the osteopathic 
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profession in the structure of American society depends 
primarily upon the proportionate share it assumes of 
the total health care rendered to the people of the 
nation.” 


Resignation of Director 


At his own request, and with the knowledge and 
consent of The Foundation’s Directors, Lewis Chap- 
man was released from the Executive Directorship of 
The Osteopathic Foundation on September 15 to as- 
sume a post created for him—executive secretary of 
the Kirksville Osteopathic Alumni Association. This 
new position is an integral part of the long-range de- 
velopment program of the Kirksville College of Osteop- 
athy and Surgery—its “Decade of Purpose” project, 
just launched. Mr. Chapman's experience of the last 9 
years, his former college administrative experience, his 
wide acquaintance with the members of the osteopathic 
profession, and his intimate knowledge of the place and 
position of osteopathy as a healing art agency make him 
the pre-eminent person for the post, one of significance 
to the progress of osteopathic education generally as 
well as to the Kirksville institution specifically. 


Summary of activity 


Let us now summarize the status of the profes- 
sion’s broadest and most responsible activity. The 
decade just past has been a phenomenal one for osteo- 
pathic educational advance. The factor directly opera- 
tive in that advance is the Osteopathic Progress Fund 
channeled through The Osteopathic Foundation. Both 
are firmly established as functioning agencies of or- 
ganized osteopathy. OPF has developed a momentum 
of its own, growing out of the tested and tried means 
and methods of attaining its goals. All of the other 
activities of The Foundation are equally well predeter- 
mined. Change in its administrative personnel is fortu- 
nately timed, coming as it does at a period when the 
entire philanthropic needs and activities of organized 
osteopathy are being examined in direct relation to the 
profession’s rapidly expanding future. The interim 
period will be a healthy one, and it connotes no time- 
marking. The machinery is so well set up and working 
so efficiently that it can wait on the careful winnowing 
needed to fill the position of Executive Director as well 
as that of OPF Director. The interval will afford time 
for coordination of the public relations and fund rais- 
ing programs through policy and personnel readjust- 
ment—and for making a new blueprint, “a National 
Development Blueprint,” based on the studied recom- 
mendation of Gonser and Gerber to the Association. 
Then will come the retooling! 


Interim functioning 


In the meantime, there will be no let-up in the 
activity of the existing organizational machinery. The 
operations which enable osteopathic colleges to go for- 
ward will continue unabated. All major fund raising 
activities will remain in high gear, even while the 
blueprints are being projected and the retooling pro- 
ceeds. The immediate overseeing of The Foundation’s 
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major activities is in capable hands, the chairman of 
OPF;; the chairmen of Research, Student Loan, and 
Christmas Seal Funds, and their respective committee 
members, backed up by numerous tested volunteer 
workers and coordinated and integrated effort through 
the over-all direction of the Executive Secretary and 
his Headquarters staff. 

Special recognition must be paid to the mass base 
of voluntary workers who have been tied together by 
the vear-after-year campaign of the OPF committee. 
with its Board-appointed chairman, one of the most 
responsible volunteer positions of the profession. The 
contribution of Dr. Robert Starks, Denver, Colorado, 
a long-time OPF chairman was beyond measure. Two 
years ago Dr. Starks was succeeded by Dr. Galen 
Young, Chester, Pennsylvania, whose leadership in the 
OPF program has become doubly valuable since it has 
afforded him a know-how of its methods. He will have 
no difficulty in giving the necessary interim leadership. 

The Association is greatly challenged because it is 
worthy, because it has constantly become more, not less, 
and because osteopathy faces a new decade in which its 
achievements of the past decade become seed to promise 
a richer harvest in the next. But the profession’s life- 
line remains the same; it is made up of individual 
doctors of osteopathy working with going organiza- 
tional machinery while still more efficient machinery is 
being produced. 


Ten years out of sixty 


“A significant and inspiring perspective from 
which to view the future’—this was the judgment 
passed on 10 years of osteopathic advance by Gonser 
and Gerber, expert public relations analysts and con- 
sultants, following their 4-month survey and study of 
the professional activities of the American Osteopathic 
Association. The words are to be found in the report 
which the researchers made to the Association’s Board 
of Trustees in December 1955. The hard core of the 
report has become a motivating force, influencing every 
sector of organizational activity. 

All observers of the osteopathic movement are 
agreed that the last decade has been a period of phe- 
nomenal development. Most of them agree on three 
areas especially characterized by progress. These areas 
include: (1) osteopathic education, (2) patient health 
care, (3) and research. Jt is widely known throughout 
the profession that these areas are the over-all re 
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interlinked with its other services. It is not generall) 
known that these activities are the specific responsibility 
of one Department of the Association, the Departmeni 
of Professional Affairs. To it is given the supervision 
of all activities directed entirely toward the profession. 
and it is within this Department's scope that the profes- 
sion’s phenomenal development has taken place. Rela- 
tively few of our physicians know any of the details 
of the Department’s work, and are not in a position t:' 
know the osteopathic situation today. 
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For this reason, THE JOURNAL would re-emphasize 
the statement made editorially in its September 1956 
issue—that perhaps more than any other one thing, 
many osteopathic physicians need to develop a sense of 
pride and confidence in their profession. It was pointed 
out that such a sense of pride can be most readily 
gained by a study in the year ahead of the various re- 
ports of the profession’s organizational activities which 
were published in the September JouRNAL. 


Activities of the Department 


First on such a reader’s agenda should come a 
study of the activities of the Department of Profes- 
sional -Affairs as channeled through its seven major 
agencies and their committees. Of these, attention is 
called especially to the Bureau of Hospitals; the Bureau 
of Professional Education and Colleges with its several 
committees dealing with postgraduate training and spe- 
cializations, and the Bureau of Research. 

To get the necessary over-all look, so important to 
an appreciation of the scope of the Department, readers 
are urged to turn their attention to Report No. 4, pages 
73 through 75 of the September JourNaL. The Report 
was written by the Department’s chairman, Dr. Alexan- 
der Levitt, whose knowledge and experience in profes- 
sional development have grown out of years of study 
and effort. These four pages best outline the activities 
of the Department and prepare the reader for the 
specific and more detailed reports of each of its subdi- 
visions. 

As a part of Tir JourNAv’s effort to bring fur- 
ther organizational information to osteopathic physi- 
cians, the Editor is inviting the Department’s Bureau 
and Committee chairmen to contribute a series of brief 
articles dealing with subjects in their annual reports 
(4-A through 4-G, pages 76 to 82) needing further 
emphasis or explanation. This material will appear in 
subsequent issues, either as guest editorials or in the 
organizational section. Chairman Levitt heartily agrees 
with the plan. 

In this introduction to the Department’s activities, 
attention is given to certain statements which its chair- 
man made in an unpublished supplemental report to the 
Board in July. He emphasized that achievement of the 
three major purposes of the Department’s bureaus and 
committees—promotion of osteopathic education, re- 
search, and patient health care—is made more difficult 
to attain by the complexities of modern life, an environ- 
ment of revolutionary change in which leaders in all 
fields of activity find themselves today. Rightly, Dr. 
Levitt sees our profession’s own unmet needs and 
thwarted purposes as inherent in the human situation 
in which osteopathy, as a health profession, is set. 

If our professional purposes and needs seem only 
as minuscule, they are not less sharply real. Small 
though we are as a profession, the demands made upon 
us by society are increasingly greater than our ability 
to meet them. Almost daily, new avenues are opening 
for services for which we do not have adequate person- 
nel. The chairman emphasizes that the time has come 
when we are not keeping pace as a profession, either 
with the demands we ourselves make or with those 
which society makes. 
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Projected program 


In his supplemental report, Dr. Levitt outlines a 
program for accomplishment in the three areas of 
activity : 

1. In education: (a) assist our present colleges in 
consolidating the gains they have made in the decade 
just past; (b) aid them in increasing their plant facili- 
ties, personnel, and operating funds; (c) plan a cam- 
paign to help overcome the grave shortage of student- 
doctors by interesting young people in a health career 
as a physician and surgeon, D.O.—one approach to this 
problem would be to work with the Health Careers 
project developed by the National Health Council in 
which the A.O.A. holds membership; (d) encourage 
the establishment of new colleges of osteopathy, espe- 
cially in relation to several of our larger hospitals ; and 
(e) secure public support for new osteopathic colleges 
by a campaign of education and information concerning 
the need for them. 

2. In research: encourage all of our colleges to 
develop a long-range research program in fundamental 
or clinical medical science. 

3. In patient health care: set forth as a goal to our 
student-doctors, the general practitioner, the family 
doctor, or general physician, not only equipped with 
all modern technics and skills but also motivated by a 
warm appreciation for human values, hence, for human 
beings, who as patients are much more than “cases.” 


Statement of needs 


This brief look at the over-all purposes, scope, and 
activities of the Department of Professional Affairs 
should help the reader to appreciate a summarizing 
statement made in Dr. Levitt’s supplemental report : 

For the continuing development of the philosophy, science, 
and art of practice in osteopathy, we need more teachers, col- 
leges, hospitals, clinics, opportunities for graduate education, 
student, and public support, and more assistance from indi- 
viduals who constitute the osteopathic profession. All these are 
matters of continued concern and study by the Department of 
Professional Affairs supported by . .. . trustees and officers 
of [the] Association. 

This statement of a miscellany of need is made 
that all may understand that more assistance must come 
from the mass of individuals who make up the osteo- 
pathic profession. Its concern is not merely the con- 
tinuance of the osteopathic movement for the sake of 
self-perpetuation. Doctors of osteopathy increasingly 
through the years have been given much by society, 
much more than any one doctor has earned by his own 
effort. Repayment is now in order, dual repayment: 
first, by the individual who has elected a social vocation 
(osteopathy) and, second, by the profession itself in 
helping to meet the needs of a great people. The first 
obligation, doctors repay through the practice of their 
profession, by which they both earn their living and 
meet a social need. The second they repay through 
their organized profession, by strengthening it to fulfill 
its purposes. There is a job to be done by every doctor 
of osteopathy. He can find his job and accomplish it 
only by informing himself of his profession’s needs. It 
is to that end that such reporting as appears in THE 
Journat is done. The decade just past was an inspir- 
ing one; the one ahead may be fateful! 
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ERYTHROBLASTOSIS FETALIS 
may be reduced in incidence 
or severity by the use of 
bioflavanoid compounds, 
which tend to strengthen 
the blood vessels in the 
decidua, thus reducing the possibility of fetal cells 
crossing the placental barrier. In a recent study, twelve 
Rh negative mothers were treated with bioflavanoids 
during pregnancy, beginning before the fourteenth 
week. Of the original twelve cases, six were eliminated 
from the final study because, in five cases, the babies 
were Rh negative (the fathers were heterozygous Rh 
positive) and in one case the previous history of anti- 
Rh immunization was doubtful. In the remaining six 
cases, the babies were all in as good or better condition 
than those resulting from previous pregnancies in the 
same mothers. 

Warren M. Jacobs, M.D., of the Department of 
Obstetrics and Gynecology of Baylor University Col- 
lege of Medicine, reporting the cases in Surgery, Gyne- 
cology, and Obstetrics for August 1956, notes that his 
series of cases gives evidence that the bioflavanoids may 
be of great value in preventing erythroblastosis fetalis 
where an Rh incompatability exists, but warns that the 
present series is too small to warrant depending on the 
drug to the exclusion of standard treatment. 


Use of 
bioflavanoids 
in obstetrics 


Detection of CANCER IS USUALLY diag- 
cervical 


cancer 


of age or older, and then is 
usually found in a stage 
that is past the optimum for 
effective treatment. How- 
ever, recent cancer surveys indicate that in its earliest 
stages, when it can be treated most effectively, cancer 
appears in younger people much more often than was 
previously thought. As an example, in cervical cancer, 
70 per cent of preinvasive cases are seen in women 
under 40, and 28 per cent in women between 20 and 29 
years of age. In contrast, there is only a 22 per cent 
incidence of localized cancers and 15 per cent of 
metastatic cancer in women under 40. Also, there is, on 
the average, an interval of about 15 years between the 
earliest preinvasive phase and the appearance of even 
localized cervical cancer. Thus, according to former 
Surgeon General Leonard A. Scheele of the United 
State Public Health Service, in a paper read before the 
final meeting of the Commission on Chronic Illness in 
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nosed in persons 45 years. 


New York on February 9, 1956, “There is time for 
prevention, indeed.” 


Rehabilitation  ?"DIATRIC REHABILITATION 
oi cripple qd 84 matter of greater con- 

, cern today than ever before, 
children _ pecause many of the chil- 


dren who survive afflictions 

that in years past would 
have killed them survive with defects of sight or hear- 
ing, or orthopedic, mental, or cardiovascular disorders 
that threaten or prevent proper growth and develop- 
ment. Prevention of these handicaps is, of course, the 
ideal solution, but we do not know how a great many 
of them can be prevented. Hence, while progress has 
been made in prevention, present emphasis must of 
necessity be on care and rehabilitation. Fortunately, 
noted Herman E. Hilleboe, M.D., Commissioner, New 
York State Department of Health, in Health News for 
February 1956, sufficient progress has been made in 
corrective and training procedures to permit effective 
help to be given to most of the afflicted children. The 
program in New York State was started in an effort to 
combat the effects of the sequelae of the poliomyelitis 
outbreak in New York in 1916 and since then has 
grown into one of the most comprehensive in the 
country. 


THE SPECIAL ARTICLE pre- 
sented in this issue of THE 
JourNAL, entitled The 
Food, Drug, and Cosmetic 
Act and the Physician, by 
George P. Larrick, Com- 
missioner of Food and Drugs, Department of Health, 
Education, and Welfare, will remind our many readers 
who did not have the opportunity of hearing Mr. Lar- 
rick in New York City in July that 1956 marks 50 
years of pure foods and drugs in the United States. 
The time and space limits imposed upon Mr. Larrick 
permit him to point to but a few of the beneficial effects 
of the Act to the physician and the public. The original 
Act of 1906 was a culmination of a 27-year-old cam- 
paign. The battle for pure foods and drugs was won, 
but the war goes on. Its latest aspect is the struggle 
to require submission of data on the safety of new 


The problem 
of proving food 
additives safe 


Journat A.O.A. 


chemical additives for foods prior to their being put 
into use. 

This particular problem was recently highlighted 
by another member of HEW, its Assistant Secretary, 
Bradshaw Mintener, in an address before the American 
Chemical Society on September 17. Mr. Mintener 
pointed out that the employment of food additives is in 
an extremely chaotic stage, but scientifically and legally. 
Advances in food chemistry and food technology have 
brought about a tremendous increase in the use of 
various kinds of additives, of which the great majority 
are not yet determined to be as completely safe as food 
ingredients as it is humanly possible to make them. 
And as yet there is no law, reports Mr. Mintener, 
which required that these additives be tested and found 
safe to the consumer before they are put ori the market. 
The problem is great for all concerned, including 
American industry as well as the consumer public. 
Government enters into the picture as the administra- 
tive agent; but physicians dare not remain inactive in 
the continuing battle for the health and welfare of 
people. 


Bookshelf 800Ks ABout mental health 
om mental have increased in number 
as interest in the field has 

health increased. In the past, there 


was not.only less literature, 
but what there was had 
quite a different tone from present publications. In the 
past, there was less hope of favorable recovery in 
mental illness; psychiatrists were in serious disagree- 
ment among themselves, particularly in regard to treat- 
ment; to a large extent, treatment consisted mostly of 
custodial care; and preventive measures were little 
known or poorly understood. With all this in mind, it 
is not surprising that the literature tended to dwell 
much more on mental disease than mental health. The 
situation has not changed completely, but workers in 
the field today, while still disagreeing among themselves, 
at least have some common areas of agreement; there 
has been distinct improvement in results of treatment, 
with hope for better results in the future ; and, to some 
extent, preventive measures have come into being. 
Thus, some attention can now be paid to the mainte- 
nance of mental health, rather than being directed ex- 
clusively to mental disease. 
Writing in the American Journal of Public Health 
for April 1956, Robert H. Felix, M.D., presents a 
fairly comprehensive listing of current books on mental 
health. The books included cover many aspects and are 
intended for many different audiences—there are books 
for psychiatrists, psychologists, public health workers, 
physicians, and even self-help publications of value. 
The author notes that there are gaps in the literature, 
some because nobody has the facts, and some because 
nobody has gotten around to presenting them in a book. 
here is no good book, according to the article, intended 
‘or the family of a person undergoing psychoanalysis, 
nor one intended specifically for the public health ad- 
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ministrator. There are insufficient books about care of 
old people, care of children, and up-to-date studies of 
successful methods of rehabilitation. However, Dr. 
Felix notes that with all the difficulties that still stand 
in the way, mental hygiene can even now add another 
dimension to life. 


Toxoplasmosis 4 NFW REASON for avoiding 
d undercooked pork was re- 

cently pointed out by David 
trichinosis Weinman, M.D., and Anne 


H. Chandler, M.T., in a 

special article in The Jour- 
nal of The American Medical Association for May 19, 
1956. The authors note that there is a significantly in- 
creased incidence of toxoplasmosis among humans who 
have trichinosis, which has significance because con- 
sumption of undercooked pork is generally accepted as 
the one source of trichinosis in the human in this 
country. This correlation definitely seems to indict rare 
pork in the transmission of toxoplasmosis to man, but 
it must be noted that there are other routes of infection, 
possibly including some that are not yet known. The 
disease is commonly found in swine, runs a chronic 
course in the animal, lasting for many months, and the 
organism of toxoplasmosis remains viable in pork 
under the conditions which ordinarily prevail until it 
reaches the consumer. As is the case with trichinosis, 
all danger of infection from this source is removed by 
thorough cooking of the meat before it is eaten. 


Notes THE ROLE oF Weight Train- 
. . ing in a Neuropsychiatric 
in briefer Hospital is the title of a 
form paper written by Philip J. 


Rasch, M.A., M.Ed., Su- 

pervisor of the Research 
Laboratory at the Los Angeles County Osteopathic 
Hospital, and Richard V. Freeman, M.D., and pub- 
lished in The British Journal of Physical Medicine for 
July 1956. Dr. Freeman is Chief of the Department 
of Physical Medicine and Rehabilitation, Neuropsychi- 
atric Hospital, Veterans Administration Center, Los 
Angeles. The paper deals with the results of a program 
of weight lifting training as used in the treatment of 
neuropsychiatric patients in the Los Angeles Veterans 
Hospital. . . . Jen-Yah Hsie, Richard Kotz, and Wil- 
ford Nusser, of the Department of Microbiology of the 
Des Moines Still College of Osteopathy and Surgery, 
recently published Analysis of Cross Resistance to 
Erythromycin and Carbomycin in Micrococcus pyogenes 
var. aureus in the Antibiotics Annual for 1955-1956. 
. . . The membership of the National Health Council 
reached an all time high this June, when the Council’s 
delegates elected Smith, Kline and French Laboratories, 
pharmaceutical manufacturers, as the fifty-first member 
of the Council. 
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the FOOD, DRUG, 


and Cosmetic Act 


and the PH YSICIAN* 


GEORGE P. LARRICK 

Commissioner of Food and Drugs 
Department of Health, Education, and Welfare 
Washington, D.C. 


i... IS THE FIRST time that a Commis- 


sioner of Food and Drugs has had the privilege of ad- 
dressing your Association. I personally welcome this 
occasion since it provides a valuable opportunity for me 
to tell you something about the Food and Drug Admin- 
istration, our mutual interests, problems, and future 
plans, and to give recognition to some very constructive 
measures that have been initiated by the American Os- 
teopathic Association within the last few years. 

The year 1956 marks the fiftieth anniversary of the 
first Federal legislation to insure the av ailability of pure 
foods and drugs in this country. The first bill, known 
as the Food and Drugs Act, was signed into law by 
President Theodore Roosevelt on June 30, 1906. It was 
amended from time to time over the years as new prob- 
lems arose, but all in all it was a major step forward 
in protection of the public, the physician, and, as time 
has shown, the manufacturer, too. 

It was not until 1938 that a major revision of the law 
was enacted. This act remains basically unchanged 
today, and its fundamental concepts have helped de- 
velop the best foods and the best drugs for the Ameri- 
can public that have ever been available in the entire 
history of mankind. I should like to touch upon some 
of these broad concepts because I believe they are of 
vital importance to you as physicians. You are affected 
by them both professionally and personally and derive 
daily benefits which stem from effective administration 
and enforcement of the law. 

In the first instance, it is well to recognize that the 
Federal Food, Drug, and Cosmetic Act is fundamen- 
tally a consumer-protection law. It serves to assure the 
consumer that the food he eats and feeds his family is 
safe, clean, pure, and honestly labeled. This concerns 
you and every member of your family, usually three 
times a day, 365 days a year. 


*Presented at the Sixtieth Annual Convention of - American Os- 
teopathic Association, New York City, July 16, 1956 
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As physicians, however, the basic concepts of the law 
have an equally direct impact on your lives. The law 
serves to guarantee the safety, integrity, purity, and 
quality of the drugs you rely on to help restore health 
to your patients. This law costs the taxpayer—you and 
me—only about 3% cents per person per year. It is 
evident, therefore, that it represents the cheapest insur- 
ance policy on your books. It is apparent that this pro- 
tection extends through you to your patients—the con- 
sumers for whom you prescribe the necessary drugs. 

Another basic essential of this law is provided in 
Section 505 of the Federal Food, Drug, and Cosmetic 
Act. This is one of the most important parts of the 
entire law. It establishes the requirements which the 
manufacturer must meet prior to the marketing of a 
new drug. It is becoming increasingly important for, 
while some of our older drugs are “tried and true,” 
most of those that are curative have been developed 
within the last 10 to 15 years. They are more effective, 
and they are also more potent. It therefore takes greater 
medical skill to use them successfully. Accordingly, 
they require more detailed work and accumulated 
knowledge before they can safely be turned over to 
physicians for routine use. It is the new-drug section 
of the law which insures that the proper laboratory and 
clinical studies are done and the resulting information 
made available to the practicing physician so that he 
may use the drug intelligently and with relative safety 
for the purposes intended. 

Administration of the new-drug law is one of the 
functions of our Bureau of Medicine. This Bureau is 
headed by Dr. Albert H. Holland, Jr., who is well 
known to many of you. It plays a very important role 
in our administration of the law. It provides us with 
medical facts and opinions which guide our adminis- 
trative policy, and it also obtains the medical evidence 
which is relied upon in court proceedings to enforce 
the law. Frequently the Bureau of Medicine must seek 
the cooperation of physicians who are willing to testify 
in court. This is one of the most important public serv- 
ices which a physician can render. 

Today the Food and Drug Administration has ap- 
proximately 1,057 employees divided between our 
Washington headquarters and sixteen district labora- 
tories located all over the country. Our staff consists 
of a combination of scientific, technical, administrative. 
and inspection personnel. We have 272 inspectors who 
must cover all the food, drug, and cosmetic plants as 
well as all foreign imports entering the United States. 
We know that we are understaffed but we have high 
hopes for the future. 

In June of 1955 a Citizens Advisory Committee ap- 
pointed by former Secretary Hobby presented its report 
based on an intensive and detailed study of the Food 
and Drug Administration. This has become a historic 
document which, incidentally, we would be delighted to 
send any of you who request it. In essence, the Citizens 
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Committee recommended a three- to four-fold increase 
in personnel for the Administration within the next 10 
years. We have already embarked on a program to seek 
congressional approval to fulfill the recommendations 
in the report. With the almost fantastic increase in tech- 
nology in this country, the new scientific problems in 
regard to foods, as well as drugs, are increasing at a 
rate that far surpasses the capacity of our present staff. 
We have started to catch up and are building for the 
future. 

It is my sincere conviction that you share in our 
future, and I hope that you agree with this concept. 

I would also like to discuss a few of our mutual 
problems for which we must find satisfactory solutions. 

The worthless medicine quack is one of the scourges 
of humanity. We wage a constant battle under the law 
to deal with them in an effective manner. It usually is 
a difficult and sometimes thankless task, but neverthe- 
less one of great importance to the innocent, misguided 
victims. 

We cannot under the law deal with all of the schemes 
and all of the people who devise them—only when they 
enter into interstate commerce with their unworthy 
remedies. Furthermore, the Federal Food, Drug, and 
Cosmetic Act was not intended to police the legitimate 
practice of medicine. We do, however, believe that the 
major medical associations, both state and national, 
must inevitably assume a more active role in dealing 
with erring members within their own professions. The 
prestige of your profession commands your concern as 
does the protection of the public health. And we need 
your help in seeking out and controlling, by whatever 
means necessary, those outside the professions who bla- 
tantly abuse the public trust and the public health. 

Not long ago when the Food and Drug Administra- 
tion released its official warning about the Hoxsey can- 
cer remedy, Dr. Robert D. Anderson, a trustee of the 
American Osteopathic Association, made a courageous 
announcement. He said he wanted to correct any er- 
roneous impression that the Hoxsey treatment might 
be approved by the American Osteopathic Association. 
The two osteopathic physicians connected with the 
Hoxsey Clinic at Portage in Cambria County were in 
violation of the code of ethics of the state and national 
organizations and were no longer members of either 
group. It is support and action such as Dr. Anderson’s 
and the public recognition of our work that make it all 
worth while. 


One of our continuing areas of activity is the phony 
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The Food and Drug Administration 
has but one purpose—to 
provide the American public 


with a degree of protection 


which will help them to live 


healthy, happy lives. 


therapeutic device field. These are touted to treat every- 
thing from simple self-limited diseases to the most 
serious, such as heart conditions and cancer. Many 
members of your Association have been most coopera- 
tive in supplying us with the literature, and even the 
devices themselves, which have in one way or another 
come to their attention. We appreciate this help and 
hope not only that it will continue, but also that more 
of your members will come to recognize the importance 
of removing useless or dangerous devices from the 
market place. We will welcome your help at any one of 
our sixteen district offices or in our Washington head- 
quarters. 

It would be amiss if I did not use this opportunity 
also to discuss some of the significant progress that 
your Association has made in the past months. Much 
commendation is due your able leaders for the recent 
establishment of the Panel for Evaluation of Thera- 
peutic and Medical Agents. We have had the oppor- 
tunity to meet with Dr. Eggleston, Dr. George Northup, 
and others from your Association, concerning the ob- 
jectives and proposed operation of this panel. We have 
offered, and do offer, our scientific collaboration when- 
ever we can appropriately do so. It is our understanding 
that the panel also desires to cooperate with us with a 
view to protect, maintain, and improve the public health. 
This Panel for Evaluation of Therapeutic and Medical 
Agents will undoubtedly serve as a major source of 
scientific information in your Association and will con- 
tribute significantly to your program of continuing pro- 
fessional education. 

Another problem which we mutually share is that of 
accident prevention. The Department of Health, Educa- 
tion, and Welfare—the Department for the People, as 
I like to call it—has recognized the tremendous toll 
which accidents take every year. It now seems likely 
that the Department, in cooperation with many other 
interested groups, will play a more active role in the 
study and prevention of accidents. We in the Food and 
Drug Administration have a particular interest in acci- 
dental poisoning. We are convinced that, apart from 
intentional suicide, most cases of accidental poisoning 
occur because of ignorance or carelessness. As you 
would suspect, therefore, a large number of children 
each year are the innocent victims of their parents’ 
carelessness. 

In cooperation with manufacturers and expert con- 
sultants, we have published a policy statement in the 
Federal Register recommending that all salicylate prepa- 
rations carry an appropriate warning to keep them out 
of the reach of children. We have been pleased to date 
with the response and cooperation that we have ob- 
tained from the drug industry. I believe I can foresee 
the day when literally hundreds of over-the-counter 
preparations will carry a cautionary statement to keep 
all medicine out of the reach of children. We consider 
this to be an important educational program, low in 
cost, immeasurably rewarding in results, and easy to 
accomplish. This is not, however, a program which con- 
cerns only the Food and Drug Administration. The 
physicians, the manufacturers, and the public at large 
must participate and contribute each in their own way 
if we are to achieve maximal reduction of needless 
deaths. 

It has been a great pleasure to be on your program 
here today. The Food and Drug Administration has but 
one purpose—to provide the American public with « 
degree of protection which will help them to live 
healthy, happy lives. 
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DONALD M. DONISTHORPE, D.O. 
Chairman 


Bureau of Public Education 
on Health 


ROSWELL P. BATES, D.O. 
Chairman 


Nonprofit institutions and 
public tax funds 


> The use of nonprofit institutions by state governments to 
help them carry out their governmental purposes is common 
throughout the United States. The tax benefits and grants to 
nonprofit institutions make them in fact quasi-public institu- 
tions. Because of the public service that they provide they are 
granted the support of both state and federal governments. The 
very financial aid given to these institutions by governments 
indicates the public character of their operation. To contend 
that state agencies should not make a maximum use of a 
nonprofit institution which the states in part support through 
tax exemptions is to deprive the states of the benefits intended 
to accrue to the states from the granting of tax exemption. A 
nonprofit institution could not receive federal or state tax- 
exemption unless it was providing public, charitable, or educa- 
tional service which in the absence of the nonprofit institution 
the state would otherwise have to furnish. The nonprofit in- 
stitution receives the exemption because if is furnishing and 
making available to the public a service. 

Few state medical schools depend solely upon governmental 
hospitals for the instruction and training of physicians and sur- 
geons. On the other hand, there are many instances of private 
nonprofit corporations operating schools which train physicians 
and surgeons utilizing public hospitals. The California District 
Court of Appeal in Lous Angeles County v. Ford, 263 P. 2d 638 
(1953) approved contracts between the County of Los Angeles 
and private medical colleges in the Los Angeles area, including 
the College of Osteopathic Physicians and Surgeons, for the 
payment to the schools for “. . . medical and teaching services 
in the County Hospital” at Los Angeles. The purpose of the 
contracts was to staff adequately the two general hospital facili- 
ties of the County, and thereby attract interns and student 
trainees to serve in these institutions, and also to maintain the 
standard of medical care and treatment at an adequate level. 
The court stated: 

The medical teaching staffs of these private schools have also ren- 
dered medical care and services to indigents in the county hospital. This 
plan of affiliation between large public hospitals and private schools of 
medicine is in common practice throughout the United States. 

Legally it is recognized that a state can only expend state 
funds for a public purpose. The legal test is based upon the 
purpose for which the funds are expended, not upon the means 
resorted to, to accomplish the purpose, nor whether the public 
purpose is carried out by a public or private corporation. The 
services provided to states by private sources are so numerous 
as to make a listing impossible; they include the employment 
of doctors in state hospitals, the care provided for the indigents 
in private hsopitals, the building and construction performed by 
private contractors, the machines and equipment purchased 
from private manufacturers, and innumerable other examples 
known to all. 
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The laws of New Mexico provide examples similar to 
those found in the laws of other states. The New Mexico 
Public Welfare Act, Chapter 13, Article I, exemplifies the use 
of private institutions in the field of health and welfare. The 
old age assistance paid to aged individuals directly in order 
that they may maintain a reasonable subsistence compatible 
with decency and health involves direct state payment to in- 
dividuals (13-1-6, New Mexico Statues, 1953). Section 13-1-28.2 
provides : : 

The department of public welfare of the state of New Mexico is 
hereby authorized to contract with any institution, public or private, for 
the hospitalization, treatment and care of any recipient of public assist- 
ance suffering from any ailinent or disease. 
The Hospital and Health Facilities Survey and Construction 
Act of New Mexico, Chapter 12, Article 5, section 12-5-12, 
provides for the eligibility to apply for construction grants 
. . . by the state or any political subdivision thereof or by any other 
public or non-profit agency authorized to construct and operate a facility 
under this act. 

Cities, towns, and villages under Article 14, Chapter 33 are 
authorized to lease hospitals, sanitariums, or other institutions 
... to any other person, corporation or association upon such terms and 
conditions as may be imposed by the governing bodies. 
County governments possess like authority to lease county 
hospitals to private persons, firms, or corporations, section 15- 
48-5. District health officers are directed to immunize children 
unable to pay the cost of immunization, and such service 

. shall be paid for by the state department of health (section 12-3-3). 

Other similar examples of the expenditures of state funds 
through private corporations or by private individuals can be 
cited, the controlling factor being that the purpose of the ex- 
penditure in each instance is a public one. 

Legal authorities recognize without dispute the right of 
state governments to carry out public purposes through other 
than state institutions. It can furthermore be said that in no 
field of state government is the use of both public and private 
institutions so common and so intermingled as in the field of 
health. 

59 Corpus Juris, States, p. 198 et. seq. states: 

. .. the right of the legislature to appropriate public funds is no greater 
than its right to tax, public funds may be used only for a public purpose. 
. . « The use of public funds is valid, if for a public purpose, although 
of incidental benefit to private interests. If the purpose of the appropri- 
ation is public, in the absence of constitutional prohibitions, it does not 
matter if the ayency through which it is dispensed is public or not... . 
A prohibition of appropriations to individuals or communities for chari- 
table or benevolent purposes does not apply to appropriations in the 
performance of a governmental duty and function, as in the proper exer- 
cise of the police power of the state... . 

It is further pointed out (81 Corpus Juris Secundum, 
States, p. 1148): 

Generally, the test of the validity of an expenditure is the character 
of the use for which the money is to be expended, not who receives it 

. what is a public purpose, is a question for the legislature to decide, 
with respect to which it is vested with a large discretion, which cannot 
be controlled by the courts unless its action is clearly evasive. . . . 

California Jurisprudence 2d, Constitutional Law, Section 
240, Public Contracts, directs that : 

The state may enter into a valid contract with a private person or 
corporation, and when it does so it can no more impair the obligation of 
such a contract by subsequent legislation than if the contract were be- 
tween individuals. 

The Law of Public Contracts, Donnelly, p. 3 enunciates the 
law to be that: 

Public bodies authorized to do a particular act have with respect to 
such act the power to make all contracts which natural persons might 
make. They have all the powers possessed by natural persons, as respects 
their contracts, except when they are expressly, or by necessary impli- 
cation, restricted. .. . 

Where, therefore, public bodies have certain powers expressly granted 
to them or certain duties imposed upon them, in the absence of legal 
restrictions, they possess the implied power to enter into such contracts 
as are necessary to carry out the express powers and obligations imposed 
upon them. 

The Law of Government Contracts, Shealey, p. 3 notes 
that: 
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The United States is a sovereignty, but it can contract, and when, 
acting through its authorized agents, it agrees with one of its citizens— 
the term including partnerships and corporations, as well as individuals 
—to do or not to do a particular thing, the law implies that it has so 
agreed, and this agreement becomes a public contract. 

Another leading authority comments as follows (The Law 
of Government Defense Contracts, Groske, p. 255) : 

The United States loses its sovereign character when it enters into 
a contract with a private person or corporation and can be held liable 
for breach the same as private parties. The history and development of 
the law of contracts of the Federal Government have received only slight 
attention in recent years. Such inattention, however, can readily be ex- 
plained in that it was thought that there existed no material difference 
between the law of contracts between private individuals and contracts 
of public bodies. 

Thus in Thomas v. Daughters of Utah Pioneers, 197 P. 2d 
477, 114 Utah 108 (1948) laws providing for the lease of state 
lands to the Daughters of Utah Pioneers and the appropriation 
of state funds to the use of the organization, a nonprofit Utah 
corporation, were held constitutional and in its decision the 
Utah Supreme Court quoted with approval the following state- 
ment, at p. 502: 

Cooley on Taxation, 4th Ed. par. 184 provides as follows: “Private 
agency as effecting purpose. So far as a public purpose is concerned, the 
nature or character of the person natural or artificial, through whom or 
by whom the proceeds of the tax is to be applied or used is immaterial. 
If the purpose is public, it does not matter whether the agency through 
which the money is dispensed is public or private, since the appropri- 
ation or tax is not made for the agency but for the object which it 
serves. The right to tax depends upon the ultimate use, purpose and 
object for which the fund is raised, and not on the nature or character 
of the person or corporation whose intermediate agency is to be used 
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Chairman 


Disability benefits under OASI 


P» One of the most significant changes made by the Social 
Security Amendments of 1956, Public Law 880, signed by the 
President on August 1, was the provision for payment of dis- 
ability benefits beginning at age 50 to workers who are totally 
disabled for substantial gainful work of any kind. Under the 
new law they can get monthly disability payments beginning 
with July 1957. No applications can be accepted by social secur- 
ity offices before October 1, 1956. 

To qualify for disability insurance payments a worker 
must meet requirements prescribed by the law on the total 
amount of work to his credit under social security and on the 
amount to his credit in the 10-year period and the 3-year pe- 
riod before he was disabled. There was essentially no change 
in the definition of disability which has been in the law as one 
of the requirements for a disability freeze since 1954. The pay- 
ments can be made only to a worker who has a disability so 
severe that it prevents him from engaging in any substantial 
gainful activity. The disability must have lasted at least 6 
months, and must be expected to continue indefinitely. 

To prevent duplication, the amount of the disability pay- 
ment will be reduced if the beneficiary is receiving disability 
benefits from another Federal agency or under a State work- 
men’s compensation law. 

Applications for disability benefits will be referred to State 
vocational rehabilitation agencies to be considered for services 
which may help them return to work. Disability insurance pay- 
ments will be withheld if the applicant refuses without good 
cause to accept rehabilitation services offered by the State 
agency. 

To meet the costs of these benefits a special disability in- 
surance tax will go into effect January 1, 1957. The amount of 
the tax is %4 of 1 per cent each for employee and employer, 
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in applying it. A tax for a private purpose is unconstitutional, though 
it pass through the hands of public officers, and the people may be taxed 
for a public purpose, although it may be made under the direction of an 
individual or private corporation.” 

The Utah Supreme Court referred to States cx rel. Trus- 
tees of La Crosse Public Library v. Bentley, 163 Wis. 632, 158 
N.W. 306 in its decision which involved tle legality of an act 
authorizing the operation of a public library by a private cor- 
poration. The court said at p. 503: 

The test applied by the court in that case in determining whether 
or not a particular agency might be employed by the state to perform 
the particular work was not whether the operating agency was public, 
but whether the purpose for which the agency was employed was public. 
The court there held that the purpose was public and the agency selected 
by the state was an appropriate one for the administration of such pur- 
pose through which the purposes could be accomplished. The reasoning 
in that case seems to me to be persuasive in the present situation. 

Also in relation to State v. Smith, 293 N.W. 161, 166, 235 
Wis. 443 (1940), the Wisconsin Supreme Court stated : 

The mere fact that the appropriation is to reimburse a private cor- 
poration for expenditures incurred by it to effect purposes specified in 
an act does not render the appropriation invalid if the services are for 
a public purpose. 

McQuillen, Municipal Corporations, Section 10.10 states: 

A municipal corporation possesses and can exercise all powers 
granted in express terms, so far as consistent with the United States 
Constitution, treaties and laws, and the state constitution and general 
laws of the state. 

State laws, with few exceptions, do not prohibit a state’s 
contracting with a nonprofit corporation, io provide or furnish 
a public service or facility for the state. 
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and 3% of 1 per cent for self-employed people, on the first 
$4,200 of earnings in a year. 

The amendments make it possible for a new group of de- 
pendents—‘“disabled children over 18’”—to receive social security 
payments based on the earnings of a retired or deceased parent. 
The “children” eligible for benefits under this provision may be 
of any age at the present time, provided they are unmarried, 
that they became totally disabled before they were age 18, and 
that they have remained totally disabled ever since. The child 
must show actual support by the insured parent, unless he had 
received or was eligible to receive a social security benefit on 
his parent’s account before he was 18. 

Under the old law the mother of a child under 18 entitled 
to benefits could also qualify for benefits if she had the child 
in her care; mothers of disabled children over 18 also may now 
get benefiits. Payments to the disabled children and_ their 
mothers may start with the checks of January 1957, due early 
in February; applicants have until the end of January in which 
to make their claims without losing benefits. No applications 
can be accepted before October 1, 1956. 


Bills in Congress 


> The second session of the 84th Congress adjourned July 27, 
1956. All pending legislation failing final enactment prior to 
January 3, 1957, dies with the 84th Congress. 

H.R. 483—Mr. Short, of Missouri. Amends the Army- 
Navy-Public Health Service Medical Officer Procurement Act 
of 1947, as amended, so as to provide for appointment of doc- 
tors of osteopathy in the Medical Corps of the Army, Navy, 
and Air Force. Public Law 763, approved July 24, 1956. 

H.R. 6376—Mrs. Green, of Oregon. Alaska Mental Health 
Act. Public Law 830, approved July 28, 1956. 

H.R. 7225—Mr. Cooper, of Tennessee. Social Security 
Amendments of 1956. Public Law 880, approved August 1, 1956. 

H.R. 9720—Mr. Cannon, of Missouri. Appropriation Act 
for Departments of Labor and Health, Education, and Wel- 
fare. Public Law 635, approved June 29, 1956. 
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H.R. 11320—Mr. Abernethy, of Mississippi. Amends Nar- 
cotic Control Laws in the District of Columbia. Public Law 
764, approved July 24, 1956. 

H.R. 11619—Mr. Boggs, of Louisiana. Narcotic Control 
Act of 1956. Public Law 728, approved July 18, 1956. 

H.R. 11794—Mr. Thompson, of New Jersey. Services to 
Older Persons Act. 

H.R. 12005—Mr. Thompson, of New Jersey. Federal Em- 
ployees’ Health Insurance Act. 

H.R. 12138—Supplemental Appropriation Act, 1957. Public 
Law 814, approved July 16, 1956. 

H.R. 12140—Mr. Thompson, of New Jersey. To encourage 
the extension and improvement of voluntary health prepayment 
plans or policies. . 

H.R. 12152—Mr. Curtis, of Missouri. To amend the Inter- 
nal Revenue Code of 1954 to provide for the allowance, as 
deductions, of contributions to medical research organizations. 
Public Law 1022, approved July 26, 1956. 

H.R. 12153—Mr. Priest, of Tennessee. Same as H.R. 12140. 

H.R. 12193—Mr. Morrison, of Louisiana. Overseas Health 
and Medical Services Act of 1956. 

H.R. 12237—Mr. Elliott, of Alabama. To encourage and 
assist in establishment of State committees on education beyond 
the high school. Public Law 813, approved July 25, 1956. 

H.R. 12350—Second Supplemental Appropriation Bill, 1957. 
Public Law 855, approved July 31, 1956. 

S. 849—Mr. Hill, of Alabama. Health Research Facilities 
Act of 1956, Public Law 835, approved July 30, 1956. 

S. 3076—Mr. Hill, of Alabama, for himself and Mr. Smith, 
of New Jersey. National Health Survey Act. Public Law 652, 
approved July 3, 1956. 

S. 3430—Mr. Hill, of Alabama, for himself and Mr. Ken- 
nedy, of Massachusetts. Establishes National Library of Medi- 
cine in Public Health Service, to include Armed Forces Medi- 
cal Library. Public Law 941, approved August 3, 1956. 

S. 3958—Mr. Hill, of Alabama, and others. Health Amend- 
ments Act of 1956. Public Law 911, approved August 2, 1956. 

S. 4117—Mr. Hill, of Alabama, for himself and Mr. Ken- 
nedy, of Massachusetts. Senior Citizens Opportunity and Secur- 
ity Act. 

S. 4172—Mr. Hill, of Alabama, for himself and Mr. Smith, 
of New Jersey. To encourage the extension and improvement 
of voluntary health prepayment plans or policies. 

S. 4208—Mr. Magnuson, of Washington. Public Health 
Training Act of 1956. Provides a program of scholarships for 
postgraduate education in the field of public health. 

S. 4296—Mr. Eastland, of Mississippi, and others. Nar- 
cotic Addiction Treatment and Rehabilitation Act. 


Education beyond high school 


> The President's Committee on Education Beyond the High 
School was appointed in March-April of this year to develop 
proposals, “through studies and conferences,” for bettering op- 
portunities for post-high school education, and report its find- 
ings and recommendations for appropriate action to the Presi- 
dent by the end of 1957. The Dean of Harvard Medical School 
is the only medical member of the Committee, which consists 
of thirty-three members. The Committee is divided into four 
subcommittees, each being concerned with one of the following 
problems: the demand for post-high school education now and 
in the next 15 years; the resources to mect this demand; the 
proposals made for modification and improvement; and the ap- 
propriate relationships of the Federal government to education 
beyond the high school. 

The subcommittees met throughout the summer and 
were to report their tentative findings to the whole Committee 


at a meeting on October 5 in Washington, D.C. 


Devereaux C. Josephs, chairman of the Committee, on Au- 
gust 31, 1956, invited five leading educators to conduct “work- 
shops” in five regions of the country to prepare for regional 
conferences to be held next Spring. , 

The “workshops” are intended to lay the groundwork for 
the regional conferences and to recommend ways in which the 
President’s Committee can stimulate discussion and action in 
the various regions on problems of post-high school education. 
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In his letter of invitation to the educators, Mr. Josephs 
pointed out that the extent and nature of the problems of 
education beyond the high school differ widely from region to 
region and from State to State, and that therefore the “work- 
shops” can insure that the regional conferences focus discussion 
on the needs of each region. 


Those invited to plan and conduct the regional “workshops” 
are Mr. Robert C. Anderson, Acting Director, Southern Re- 
gional Education Board, Atlanta, Georgia; Dr. B. L. Dodds, 
Dean, College of Education, University of Illinois, Urbana, 
Illinois; Dr. Harold L. Enarson, Director, Western Interstate 
Commission for Higher Education, Boulder, Colorado; Mrs. 
Charles Kerby-Miller, Dean, Radcliffe College, Cambridge, 
Massachusetts; and Dr. Carroll V. Newsom, Executive Vice 
Chancellor, New York University, New York City. 

On July 26, 1956, the President signed an Act, Public Law 
813, to encourage and assist the States in the establishment of 
State committees on education beyond the high school. The 
policy and purpose are defined in the Act as follows: 


That the Congress hereby finds and declares that the impending 
great increases in enrollment in higher education institutions, the great 
national need for increased numbers of scientists, engineers, teachers, 
technicians, nurses, and other trained personnel, the rapid changes in 
conditions which necessitate additional education for many adults, the 
dependence of the national security on the research and advanced prepa- 
ration provided by educational institutions, and the impact of the military 
services on youth, combine to make it imperative that immediate stimulus 
he given to planning and action throughout the Nation which will meet 
adequately the needs for education beyond the high school. 


To encourage and assist each State to provide for a State committee 
on education beyond the high school, composed of educators, and other 
interested citizens, to consider educational problems beyond the high 
school and to make recommendations for appropriate action to be taken 
by public and private agencies at local, State, regional, and Federal 
levels, including the possibility of coordinating compulsory military serv- 
ice with established programs of institutions of higher education, there 
is hereby authorized to be appropriated the sum of $650,000. Sums ap- 
propriated pursuant to this section shall be allotted to the States on the 
basis of their respective populations according to the latest figures certi- 
fied by the Department of Commerce except that no State’s allotment 
shall be less than $7,500. 


Contributions to 
medical research organizations 


> Public Law 1022, approved August 7, 1956, amends the 
Internal Revenue Code to raise the charitable contribution limit 
for individuals from 20 to 30 per cent of adjusted gross in- 
come in the case of certain contributions to medical research 
organizations in the same manner as the limit for contributions 
to educational institutions, hospitals, and churches was increased 
hy the 1954 code. The contributions to medical research organi- 
zations that will qualify under this bill are only those made 
to organizations directly engaged in the continuous active con- 
duct of medical research in conjunction with a hospital and only 
if during the calendar year in which the contribution is made 
such organization is committed to spend such contributions for 
such research before January 1 of the fifth calendar year be- 
ginning after the date of the contribution. 


National Library of Medicine 


P Public Law 941, approved August 3, 1956, establishes a Na- 
tional Library of Medicine in the Public Health Service and 
transfers to the Service all of the functions of the Armed 
Forces Medical Library. 

In carrying out the provisions of the National Library of 
Medicine Act, the Surgeon General will be guided by the ad- 
vice and recommendations of a Board of Regents. The Board 
will consist of seven ex-officio members—the Surgeons General 
of the Public Health Service, the Army, Navy and Air Force, 
the Chief Medical Director of the Department of Medicine and 
Surgery of the Veterans Administration, the Assistant Director 
for Biological and Medical Sciences of the National Science 
Foundation, and the Librarian of Congress, and ten additional 
members appointed by the President with the consent of the 
Senate. The appointive members will serve four years. 

The exact site has not heen determined but will be se- 
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lected by the Surgeon General of the Public Health Service 
after consultation with the Board of Regents. 

The law is in the form of an amendment to title III of the 
Public Health Service Act. The purpose is defined as follows: 

“In order to assist the advancement of medical and related sciences, 
and to aid the dissemination and exchange of scientific and other infor- 
mation important to the progress of medicine and to the public health, 
there is hereby established in the Public Health Service a National 
Library of Medicine.” 

In execution of this purpose, the law states that the terms 
“medicine” and “medical” shall be understood “to include pre- 
ventive and therapeutic medicine, dentistry, pharmacy, hospi- 
talization, nursing, public health, and the fundamental sciences 
related thereto, and other related fields of study, research, or 
activity.” 

The Surgeon General of the Public Health Service is au- 
thorized to make rules for providing copies of its publications 
or materials, and to make available its facilities for research 
or its bibliographic, reference, or other services, to public and 
private agencies and organizations, institutions, and individuals. 


Poliomyelitis vaccine 


> Marion B. Folsom, Secretary of Health, Education, and 
Welfare, announced on August 1, 1956, the immediate termina- 
tion of Federal allocation on a State-by-State basis of polio- 
myelitis vaccine so that more vaccine will be available to areas 
where the demand is greatest. 

Although the Public Health Service will no longer allocate 
the vaccine, it will continue several functions which aid the 
effective distribution of the vaccine. Whenever a new supply 
of vaccine is approved and released by the Public Health Serv- 


ice, it will continue to notify the States of the amount of the 
supply and the manufacturer. It will also continue to receive 
reports from the manufacturers of the geographical distribution 
of their sales, and will advise manufacturers if an imbalance 
of supply and demand occurs in any area. 

The voluntary allocation system was established by the 
Public Health Service a year ago, on July 31, 1955, to achieve 
the most equitable distribution of the available quantity of vac- 
cine among the most susceptible age grouns. Under the system 
new supplies of the vaccine were allocated to the States on the 
basis of the number of people in the various priority groups. 

Since the beginning of the vaccination program last April, 
90,422,463 cubic centimeters of vaccine have been released. It 
is now estimated that more than 40 million children and ex- 
pectant mothers have received at least one injection of the 
vaccine and many have had two or three. 

The termination of the allocation system does not affect 
the age priority groups recommended by the National Advisory 
Committee on Poliomyelitis Vaccine. This Committee has 
strongly urged that physicians and health departments concen- 
trate on vaccinating children under 20 and expectant mothers 
until maximum coverage has heen achieved in this group. 

Action taken does not affect the allotment of Federal funds 
available to the States for the purchase of poliomyelitis vaccine 
and the administration of public vaccination programs for chil- 
dren under 20 and expectant mothers made possible by the 
Poliomyelitis Vaccination Assistance Act. 

The Federal government has released 1 million cc. for 
shipment abroad. The Commerce Department which issues ex- 
port licenses has set up criteria which gives priority to countries 
having a known high incidence of polio or those currently ex- 
periencing severe epidemics. 


Current Literature 


Patients with four or more 
cesarean sections 


P wHATtT IS THE FATE of women who have had four or more 
cesarean sections? This is the question asked and answered by 
Hugh B. McNally, M.D., and Vincent de P. Fitzpatrick, M.D., 
writing in the March 24, 1956, issue of The Journal of the 
American Medical Association. 

In making this study, the obstetric histories of 130 patients 
who have had four or more cesarean sections were obtained 
from twenty hospitals. All of the hospitals are operated under 
religious supervision where sterilization hy any means and for 
any reason is forbidden except where there is a demonstrable 
pathologic disorder of the reproductive tissues. 

Of the 130 patients, eighty-four had four sections, thirty 
had five, nine had six, five had seven, one had nine, and one had 
ten. The reason for the significant drop in the number of 
pregnancies following the fifth section is not known. It is 
possible that fecundity is diminished as a result of cesarean 
delivery, or it may be that the patients were warned against 
future pregnancies or that fear of a succeeding section was 
the prevailing cause. 

In analyzing the statistics, it was noted that 65 per cent 
of the women were in the fourth decade of life at the time 
of their last section. Apparently the necessity for delivery by 
section caused pregnancies to be spaced over a wider span of 
years than if birth had been by the vaginal route. Whether 
this was a natural spacing or whether it was suggested by the 
obstetrician is not known. If the spacing was planned, the 
question arises as to whether the advantage gained by spacing 
is not lost by the problem of advancing years. If multiple sec- 
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tions are safe, this becomes an important matter to consider. 

Indications for the initial cesarean section, as well as for 
subsequent sections, fell into generally accepted categories with 
disproportion and hemorrhage being the most frequent reasons. 
In the twenty hospitals under survey, low cervical cesarean 
section (laparotrachelotomy) seemed to be the operation of 
choice. 

The question of whether to allow delivery by the vaginal 
route when the mother has had a previous section, or even 
whether to wait until the onset of labor to insure fetal matur- 
ity in the case of elective section, is a matter of controversy. 
Many believe that labor tends to weaken a section scar and 
that the dangers of rupture outweigh the risks inherent to the 
performance of repeat section. However, the authors found that 
distention of the uterus by an advancing pregnancy is more 
to be feared as a cause of scar weakening and/or rupture than 
is labor. Moreover, the danger of a ruptured uterus is the 
greatest before but near term in the absence of labor. This 
raises the question as to when elective section should be per- 
formed. A study of the fetal weight in this series indicates a 
tendency to prefer the dangers of prematurity to the dangers 
of rupture. 

In this series, 55.38 per cent of the patients had general 
anesthesia for the last section. Because the risk of prematurity 
is great in these cases, the authors feel that the use of local 
or spinal anesthesia is preferable for the welfare of both mother 
and child. 

The amount of blood lost during cesarean section seems to 
have little correlation with the number of sections performed 
on the patient. There seems to be no reason for more blood to 
he lost during the tenth section than during the second except 
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when associated with uterine atony caused by the patient's 
multiparity. 

Thirty-two defective scars were reported in this series. An 
attempt to determine the cause for defective scarring and rup- 
ture was made, and distention, infection, labor, and improper 
closure were found to be the prime causes in this series. 

Ten hysterectomies were performed. Three of these uteri 
were subsequently declared normal by the pathologist. While 
the final evaluation of a uterus at the time of section is the 
responsibility of the operator, the findings of this study indicate 
that there is room for better clinical evaluation. The authors 
conclude that the capabilities of the uteri subjected to repeat 
cesarean section are underestimated and that the majority of 
the scars, even in’ advanced parity, remain intact and future 
pregnancy is possible. Parity with section, therefore, is not 
per se a justified indication for hysterectomy or tubal steriliza- 
tion. 
Two still births and one maternal fatality not attributable 
to the usual hazards of multiple section occurred in the series. 


Management of 


acute leukemia in adults 


P ALTHOUGH APPROXIMATELY half of the cases of acute leu- 
kemia occur in persons under 20 years of age, the disease is 
found in every age group. Moreover, the incidence of acute 
leukemia in the United States is rising, according to Rose Ruth 
Ellison, M.D., writing in the May, 1956, issue of The Medical 
Clinics of North America. 

In adults, the onset of acute leukemia is sudden with 
rapidly progressive symptoms and a steadily downhill course. 
Death, which usually occurs within a year of the onset of 
symptoms, is most often attributable to bleeding or to infection. 

Differentiation between acute and chronic leukemia can 
easily be made on the basis of clinical and laboratory findings. 
The differential diagnosis between acute and subacute forms 
of the disease is not so easy. The maturity of the leukocytes 
present in the peripheral blood is the prime factor in the diag- 
nosis. In the acute form, the peripheral blood most typically 
contains predominantly very immature leukocytes, most of 
which are at a single stage of maturity. The marrow is almost 
always hypercellular, and the majority of the marrow cells are 
extremely immature and are usually “blasts.” 

Acute leukemia can be subdivided morphologically into 
myeloblastic, lymphoblastic, and monocytic forms. Apparently 
there is no important difference in the course of the untreated 
case that can be correlated with morphologic type. Some feel 
that there is a difference in the response to various modes of 
therapy that is dependent upon cell type. 

The most common initial symptoms of acute leukemia are 
weakness, fatigue, pallor, adenopathy, bleeding, frequent infec- 
tions, and fever without obvious cause. Mouth sores, anorexia, 
nausea and vomiting, and bone and joint pain may also be 
noted. Physical findings at the time of diagnosis may include 
any or all of the following: lymphadenopathy, hepatospleno- 
megaly, bleeding, oral abnormalities, and sternal tenderness. 

Major problems to be handled during the course of the 
disease are bleeding, the presence of anemia even without bleed- 
ing, and the development of infections of all types. Fever is 
frequent. 

In the management of acute leukemia, the agents used fall 
into two main categories: those that have a definite although 
temporary effect on the disease itself and those considered to 
he nonspecific or supportive. 

Antibiotics to check local infections and blood transfusions 
to raise hemoglobin levels are the usual supportive technics. 
Attention should be given to fluid and electrolyte status also. 
Surgical procedures, whether or not associated with the leu- 
kemia, are not necessarily contraindicated and are definitely 
indicated if the operation may be life saving. 

In patients who are ambulatory and whose symptoms are 
less striking than in the acutely ill, the initial therapy of choice 
is 6-mercaptopurine or 6-chloropurine. This drug is continued 
until a remission occurs or until a hypoplastic marrow develops 
or other acute complications of the disease appear. Sometimes 
severe nausea and vomiting contraindicate continued use of the 
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drug. The production of a remission by 6-mercaptopurine may 
take as long as 3 months. If remission is produced, the drug 
should be continued to prevent rapid relapse. Usual starting 
dose of 6-mercaptopurine is 2.5 mg. per kilogram per day. 

When relapse occurs during a course of treatment, it is 
time to change therapy. Since it is advantageous to change 
therapy before the patient is acutely ill, serial marrow aspira- 
tions during treatment are important because relapse is fre- 
quently demonstrable in the marrow prior to clinical relapse. 

Unless the patient is acutely ill, a trial of amethopterin (5 
mg. daily at the start) should be instituted following a demon- 
stration of resistance to 6-mercaptopurine. This agent should 
also be continued until a remission occurs, or the patient be- 
comes acutely ill, or resistance to amethopterin is ascertained. 
Frequently oral toxicity to amethopterin will develop before 
the point of marrow hypoplasia is reached. Because remissions 
with this drug may take several months to develop, it may be 
necessary to give the drug to the point of oral toxicity several 
times. 

If the patient is acutely ill when first seen and there is 
not sufficient time for antimetabolites to take effect (minimum 
of 3 weeks), or if relapse has occurred or resistance has been 
built up during antimetabolite therapy, adrenal therapy is indi- 
cated. 

The adrenal steroid preparations usually used are ACTH 
given intravenously, Acthar gel given intramuscularly, and 
cortisone and hydrocortisone preferably given orally or, rarely, 
intravenously. The dose of ACTH is usually 50 mg. given 
continuously over the 24-hour period, and that of cortisone is 
300 mg. and of hydrocortisone, 200 mg., each given in four 
doses at 6-hour intervals. Salt intake should be limited when 
patients are on these doses. 

Complete remissions associated with steroid therapy are 
usually seen in the third or fourth week of treatment, although 
subjective improvement may have been noted earlier. Such re- 
missiens are usually brief (about 5 weeks), and relapse is 
rapid and cannot he prevented by the use of maintenance 
therapy. 

X-ray therapy has little place in the over-all treatment of 
acute leukemia. X-ray treatments in small doses are useful 
when symptoms presumably result from local adenopathy or 
tumor masses such as spinal cord or brain involvement or 
mediastinal or abdominal adenopathy. Bone and joint pain due 
to acute leukemia will also respond to small doses of radiation. 

Spontaneous remissions have been known to occur in all 
ages, in both sexes, and in all common types of leukemia. Most 
spontaneous remissions in acute leukemia occur in children, 
however. Both complete and partial remissions have also been 
accomplished through the use of one or more types of specific 
therapy. Some studies have indicated that in those patients re- 
ceiving specific therapy for acute leukemia and who have had 
complete or partial remissions, survival time is twice that of 
patients treated by supportive therapy only. Also, it is important 
to note that increasing the survival time does not mean more 
prolonged illness and discomfort. During periods of remission, 
these patients have a feeling of well-being and, in most in- 
stances, can lead normal productive lives. The terminal phase 
of the illness is not more severe or protracted than in the un- 
treated patient. When properly used, specific agents should not 
produce distressing side-effects. Therefore, it is imperative to 
treat acute leukemia patients with all the specific agents avail- 
able in addition to using all supportive therapy indicated. 


Management of 


erythroblastosis fetalis 


P INTELLIGENT PRENATAL care of the mother, accurate labora- 
tory diagnosis, and early treatment of the affected infant are 
the requisites for sound management of erythroblastosis fetalis, 
according to Edward A. Banner, M.D., Lloyd E. Harris, M.D., 
and Don R. Mathieson, M.D., writing in the July, 1956, issue of 
The Medical Clinics of North America. 

Concerning the obstetric management of the Rh-negative 
pregnant mother, the doctor should ascertain whether Rh 
antibodies are present in all Rh-negative women who have his- 
tories of blood transfusions or of having received blood intra- 
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muscularly and in all Rh-negative multiparas whose husbands 
are Rh positive. 

If sensitization has occurred, the obstetrician must decide 
whether to induce labor early. Also, he should make suitable 
arrangements for prompt diagnosis of hemolytic disease in the 
newborn infant. The severity of the disease in the infant will 
not necessarily be reflected by the maternal Rh-antibody titer. 
If a previously high maternal antibody titer suddenly decreases, 
however, a more serious prognosis for the infant can be ex- 
pected. Such a sudden drop or a history of previous intrauterine 
death late in pregnancy would indicate early induction, although 
this decision must be tempered because a combination of ery- 
throblastosis and prematurity offers the worst prognosis. 

At birth, the cord is cut as soon as possible to reduce the 
influx of placental blood into the baby’s circulation. About 10 
cm. of cord is left to facilitate an exchange transfusion if 
deemed necessary. Before placental separation, 10 ml. of cord 
blood is taken for serum bilirubin determination. 

Laboratory diagnosis of hemolytic disease in the newborn 
lepends upon fulfillment of four general requirements: (1) 
prenatal demonstration of an Rh incompatibility between mother 
and father, (2) prenatal demonstration of Rh antibodies in the 
mother’s serum for erythrocytes of the father’s Rh type, (3) 
neonatal demonstration of the mother’s Rh antibodies on the 
infant’s erythrocytes, and (4) proof that increased destruction 
of infant’s erythrocytes has occurred. 

Tests and test reagents for determining the presence or 
absence of Rh factors are generally reliable. Errors do occur, 
however, when (1) potency of commercial serum is low or un- 
satisfactory, (2) the supply of serum from the manufacturer 
is short, (3) the tests are made too soon after transfusions 
with blood of unknown Rh type, and (4) the mother has re- 
cently recovered from primary atypical pneumonia, and auto- 
agglutinins are present in her serum which give false positive 
results in Rh-negative persons. 

Tests for determining antibodies in maternal circulation 
are best made during the last trimester of pregnancy. Ideally, 
antibodies should not be present unless the woman has been 
sensitized by multiple pregnancies. In this regard, care should 
be taken not to transfuse women in the child-bearing period 
with blood of unknown Rh type. 

Neonatal demonstration of maternal antibodies on the 
baby’s cells is usually made by use of the antiglobulin or 
Coombs’ test. The Coombs’ test, because of the variability in 
potency of commercially available maferial, should never be 
relied upon as the sole means of diagnosis. Rather, the Coombs’ 
test should be used in conjunction with other laboratory tech- 
nics designed to determine the degree of destruction of the 
infant’s erythrocytes. The best indicator of abnormal destruc- 
tion of the baby’s blood cells is an increase in the level of 
indirect serum bilirubin to more than 4.5 mg. per 100 ml. of 
serum in the cord blood. Another indication is a decrease in 
erythrocyte count to less than 3,500,000, and a third indicator 
is an increase in proportion of reticulocytes to more than 10 
per cent and of normoblasts to more than 15 per cent. Except 
in the test to determine serum bilirubin, peripheral, not cord, 
blood of the infant is used. 

Active therapy, in the form of exchange transfusion, is 
available for only two pathologic conditions in the erythro- 
blastotic infant. They are anemia and hyperbilirubinemia. If 
not controlled, severe anemia may result in cardiac failure and 
death within a few hours of birth, while high serum levels of 
indirect-reacting bilirubin may cause kernicterus resulting in 
permanent damage to the central nervous system. It is for the 
pediatrician to decide, on the basis of the various test results, 
whether immediate exchange transfusion is indicated. If im- 
mediate transfusion is not given, frequent tests should be made 
to determine any subsequent change in the infant’s blood. 

The technic of exchange transfusion is not difficult; 
nevertheless, it should not be attempted by the inexperienced. 
The umbilical vein is the usual route of entry. Surgical ex- 

posure of the vein 1 or 2 cm. above the umbilicus may be 
necessary if the vein cannot be approached through the um- 
bilicus. The femoral vein below Poupart’s ligament may also 
he used in exchange transfusions. More than one transfusion 
may be required to maintain the level of serum bilirubin at less 
that 20 mg. per 100 ml. 
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Complications seldom arise in the management of the ery- 
throblastotic infant after the early critical neonatal period. 
Blood counts should be made at regular intervals, however. 


Pathogenic and 
allied influences in chronic 
pulmonary emphysema 


Pm IN THE JUNE, 1956, issue of the Jourual of the American 
Geriatrics Society, Alvan L. Barach, M.D., distinguishes be- 
tween hypertrophic obstructive pulmonary emphysema and 
atrophic or senile emphysema. The first is characterized by 
increased lung volume, impaired elastic recoil, bronchial ob- 
struction, and inefficient alveolar ventilation, while the latter is 
distinguished by decreased lung volume, slight reduction in 
elastic recoil, and nonobstructed bronchi. 

Although the pathogenesis of pulmonary emphysema is 
obscure in most instances, it is now widely accepted that func- 
tional disuse plays a major role in both types of the disease. A 
high level of the physical fitness is necessary to maintain the 
pulmonary reserve of normal individuals at peak capacity. Lack 
of physical fitness aggravates pulmonary emphysema. 

Most aging people develop pulmonary emphysema to some 
degree, and frequently there are changes such as pulmonary 
fibrosis, chronic adhesive pleurisy, and chronic bronchitis. The 
most common symptom is dyspnea, which is the mechanism 
whereby lung ventilation is maintained at as near normal levels 
as possible. However, labored breathing causes the physical 
limitation and the tendency to fatigue which these people ex- 
perience. If lung ventilation and gas exchange cannot be main- 
tained at the physiologic level, such additional symptoms as 
irritability, weakness, loss of appetite, and impairment of gen- 
eral tone and nutrition appear, and susceptibility to respiratory 
infection increases. 

Pulmonary emphysema occurs four to five times more fre- 
quently in men than in women. Conditions which produce con- 
tinued hyperinflation of the alveoli are to be considered as 
predisposing causes, especially in the presence of pulmonary 
parenchyma that has been impaired as a result of infection, cir- 
culatory abnormalities, or constitutional predisposition. A high 
incidence of pulmonary emphysema is associated with all of 
the following: pulmonary fibrosis (produced by exposure to 
certain dusts), chronic pulmonary infection, bronchial asthma, 
chest deformities, bronchiectasis, pulmonary arteriosclerosis, and 
chronic bronchitis. The latter is most frequently associated. 

According to some researchers, posture is also involved in 
the pathogenesis of chronic pulmonary emphysema. The in- 
creased lordosis of the dorsal spine produced by the military 
stance, for instance, results in a tightening of the abdomen and 
impairment of diaphragmatic descent with resulting overinfla- 
tion of the alveoli. In senile emphysema, change in posture, such 
as the one caused by a degeneration of the intervertebral disk 
of the dorsal spine, has been considered responsible for produc- 
ing the disease. Obesity is usually an associated factor. 

Although pulmonary emphysema cannot be considered a 
psychosomatic illness, emotional influences do play a part in 
the pathogenesis of the disease. Certain emotional states may 
precipitate bronchospasm. Anxiety may be the production 
mechanism of an injuriously heightened pulmonary ventilation 
and consequent overinflation of the lungs with impaired respira- 
tory function. Conversely, certain pleasant forms of excitement 
and exercise may prove beneficial. 

A program of physical and mental rest, therefore, is haz- 
ardous. Muscular atrophy, bodily unfitness, and loss of pul- 
monary reserve are the result of unnecessary reduction of 
physical exertion. Inadequate mental excitement and emotional 
release cause increased tension, anxiety, iryperventilation, and 
possibly bronchospasm. 

If the disease is too advanced, not much can be expected 
in the way of successful treatment. Improvement of respiratory 

function may take place at a critical level in early or moder- 
ately advanced cases, and the degree of benefit may yield years 
of useful living to the patient. Such a partially restored patient 
should be encouraged to participate in stimulating activities to 
the extent that his local society and personality permit. 
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Bm THE CORNEA. By Charles I Thomas, M..D., Fellow, The Ameri- 
can College of Surgeons; Fellow, The American Academy of Ophthal- 
mology and Otolaryngology; Associate Clinical Professor of Ophthal- 
mology, Department of Surgery, Western Reserve University, School cf 
Medicine; Associate Ophthalmologist, Department of Surgery, University 
Hospitals of Cleveland, Cleveland, Ohio. Cloth. Pp. 1318, with illustra- 
tions. Price $30.00. Charles C Thomas, Publisher, 301-327 E. Lawrence 
Ave., Springfield, Tll., 1955. 


This book, directed to ophthalmologists, those in general 
medicine and nursing, and students, considers the cornea and all 
its variations, both in health and disease. It was written to 
furnish a basis for clinical knowledge and for medical and 
surgical treatment by a sound interpretation of the anatomy, 
embryology, and physiology of the cornea. 

All phases of diseases are considered, not only those spe- 
cific to the cornea, but those resulting from other diseases. 
Proper examination methods are explained to reveal pertinent 
findings necessary to a correct clinical diagnosis. Congenital 
anomalies, dystrophies, and pigment deposits are clarified in a 
comprehensive and easily understandable manner. While no at- 
tempt is made to keep pace with the ever-changing field of 
modern therapeutics, general therapeutic principles are dis- 
cussed, including a section on radiation treatment. In the section 
on surgery, outlines of most of the well-established procedures 
are given, and the most satisfactory technics are depicted by 
drawings, photographs, and descriptions. The illustrations are 
so fine as to be extremely helpful to anyone concerned with 
corneal surgery. 

The author has attempted to organize the great volume of 
material and knowledge about this subject, in order to offer 
ready access to pertinent details heretofore widely scattered in 
the literature. It seems amazing that so much could be written 
about so small a subject as the cornea; however, the author 
states that “no effort has been made to convert this volume 
into an all-inclusive reference book.” A comprehensive bibliog- 
raphy is included for those interested in subjects not covered in 
great detail in the text. 

The misspelling of the word “ophthalmology” on the title 
page indicates that the troubles besetting others in spelling this 
word are not unknown to those in the field of ophthalmology 
itself. 


B® ARTHROPLASTY. By St. J. D. Buxton, M.B., B.S., F.R.C.S., 
Consulting Orthopaedic Surgeon to Kings’ College Hospital; Emeritus 
Lecturer in Orthopaedics to King’s College Hospital Medical School; 
Past President of the British Orthopaedic Association; Formerly Hun- 
terian Professor, Royal College of Surgeons; Consulting Orthopaedic 
Surgeon to the Army and Orthopaedic Surgeon to Queen Mary’s Hospi- 
tal, Roehampton, and the Royal Masonic Hospital, London. Cloth. Pp. 
126, with illustrations. Price $6.00. J. B. Lippincott Company,’ East 
Washington Square, Philadelphia 5, 1955. 


Arthroplasty in general is at least mentioned in this little 
hook, but the author has chosen to devote most of it to arthro- 
plasty of the hip joint. The material presented is intended for 
the use of both the operating surgeon and the practioner who 
must evaluate the long-term results of the operation. The first 
four chapters are given over to discussion of the history and 
general principles of arthroplasty, indications for the operation, 
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and analysis of the problem. Following this are chapters con- 
cerning the surgery itself, and the book closes with chapters on 
postoperative care, rehabilitation, physical achievements of pa- 
tients who have undergone arthroplasty, and a summary of an- 
ticipated future developments. Surgical technic is not presented 
in detail. 

The text is not difficult to read, and indexing, while brief, 
is adequate for the material presented in the book. The illus- 
trations are well reproduced and adequate in both quantity and 
quality. The book should be of definite value to those who must 
deal with or contemplate dealing with arthroplasty. 


Bm ANESTHESIA FOR OBSTETRICS. Labor—Delivery—Infant Care. 
By Robert A. Hingson, Professor of Anesthesia, Western Reserve Uni- 
versity; Director of Anesthesia, University Hospitals of Cleveland; and 
Louis M. Hellman, Professor of Obstetrics & Gynecology, State Univer- 
sity of New York, College of Medicine at New York; Director of Ob- 
stetrics & Gynecology, Kings County Hospital. Cloth. Pp. 344, with 
illustrations. Price $12.50. J. B. Lippincott Company, East Washington 
Square, Philadelphia 5, 1956. 


The majority of pregnant women who come to delivery are 
young healthy patients. The calculated risk for anesthesia 
should be low, and yet one is confronted with the fact that 
anesthesia deaths contribute substantially to over-all maternal 
mortality. It is of significance to the reviewer that within the 
space of a few short months two texts on the same subject 
matter should be published, authored by well-known authorities. 

It is being recognized that obstetrical and surgical anesthe- 
sia are as different as obstetrics and surgery. However, the 
position that obstetric anesthesia holds, in relation to both ob- 
stetrics and anesthesia, is frequently inferior. In too many 
instances the administration of the anesthetic is relegated to the 
most inexperienced. A prevalent thought seems to be that an 
intern, nurse, resident, or practicing physician—anyone who is 
handy—can competently give an obstetric anesthesia. As long 
as this type of thinking persists, the incidence of maternal 
deaths due to anesthesia will remain high. 

Hingson and Hellman bring the above factors into sharp 
focus with their excellent book. Basic physiology and_ basic 
safety factors are stressed throughout, and the statements that 
with greater knowledge comes greater safety, but only in the 
hands of knowledgeable and trained personnel is repeated often. 
Another way of expressing their convictions is employed by 
the authors when they say: “We are convinced that the various 
drugs and methods are no more safe and efficient than the men 
who use them.” This statement seems to epitomize the book, 
since no dogmatic pronouncements are made concerning which 
method and technic of anesthesia is best for the parturient 
female. 

The reviewer was greatly interested in the findings of the 
authors concerning chlorpromazine in obstetrics, since their 
experience with the drug parallels his own. 

“Maternal and Infant Safeguards” by Virginia Apgar is a 
most interesting chapter. More physicians who attempt infant 
resuscitation should know that there is no mechanical equipment 
for ventilating the newborn that can be recommended unquali- 
fiedly as to safety and efficiency. An intelligent operator is still 
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the best “timer,” whether gas is delivered from a bag and mask 
or from a manually operated device. 

All technics and methods of obstetric analgesia and anes- 
thesia are discussed fully, including psychoprophylactic painless 
childbirth based upon Pavlov’s concept of conditioned reflexes. 
This is a technic used enthusiastically in Russia and in other 
European countries. 

Any physician who is called upon to administer anesthesia 
to obstetric patients should have this readable book in his 


library. 
A. A. D.O. 


Bm ROENTGEN INTERPRETATION OF FRACTURES AND DIS- 
LOCATIONS. By Joseph Levitin, M.D., Chief, Department of Radi- 
ology, Mount Zion Hospital, San Francisco, California; and Ben Colloff, 
M.D., Associate Chief, Department of Orthopedic Surgery, Mount Zion 
Hospital, San Francisco, California. Cloth. Pp. 265, with illustrations. 
Charles C Thomas, Publisher, 301-327 East Lawrence Ave., Springfield, 
Ill., 1956. 


‘This book was written to help the roentgenologist solve the 
problems of fractures and dislocations presented to him by gen- 
eral practitioners and orthopedic surgeons. While not primarily 
a guide to reduction or immobilization, it is designed to aid the 
roentgenologist in his determination of diagnosis, proper align- 
ment, and progress and success of treatment. Its main purpose 
is to describe what constitutes generally accepted satisfactory 
reduction, with emphasis on the important alignments to be 
restored or preserved. 

The authors have used illustrations profusely, particularly 
diagrams showing the position that bones usually assume when 
fractured. The text is arranged in anatomic sections dealing 
with the upper extremity, thorax, lower extremity, pelvis, and 
spine. An extensive bibliography and a comprehensive index are 
including, making the volume extremely useful as a handy 
reference. 


Pm PHYSIOTHERAPY IN SOME SURGICAL CONDITIONS. By 
Joan E. Cash, B.A., M.C.S.P. (Teacher’s Certificates), with a foreword 
by Professor F. A. R. Stammers, C.B.E., F.R.C.S. Cloth. Pp. 350, with 
illustrations. Price $5.00 (United States market only). J. B. Lippincott 
Company, East Washington Square, Philadelphia 5, 1955. 


This book presupposes that the reader has an adequate 
grasp of the technics of physiotherapy and little knowledge of 
surgery; it is written for the physiotherapist rather than for 
the physician or surgeon. The author’s former book, “A Text- 
book of Medical Conditions for Physiotherapists,” which dealt 
with the use of physiotherapy in the treatment of medical condi- 
tions, was well received and freed her from the necessity of 
discussing medical problems as such in the present volume. 


Various physiotherapeutic technics are considered as they 
apply to the treatment of wounds, local infections, surgery on 
all parts of the body, and fractures. By no means all surgical 
conditions are discussed, but this is hardly grounds for adverse 
criticism since the title only promises discussion of some surgi- 
cal conditions. Surgical procedures on the different areas of 
the body are considered in separate chapters, as are fractures 
of various parts of the skeleton. The book is quite well written, 
and the illustrations are well chosen, though it does appear 
more of them would have been advantageous. Indexing is some- 
what brief, but should be adequate for its purpose. In general, 
though the book is intended for the physiotherapist, the physi- 
cian or surgeon will find much in it that is of interest to him 
as well. 


® OPERATIVE TECHNIC IN SPECIALTY SURGERY. Edited by 
‘Varren H. Cole, M.D., F.A.C.S., Professor of Surgery and Head of the 
Department, University of Illinois College of Medicine; Chief Surgeon, 
illinois Research and Educational Hospitals, Chicago. With 67 contribut- 
ng authors. Ed. 2. Cloth. Pp. 967, with illustrations. Price $20.00. 
\ppleton-Century-Crofts, 35 W. 32nd St., New York 1, 1956. 


The surgical field is becoming far too broad for any phy- 
sician to be proficient in more than one or two branches; in 
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order to develop talent of the highest type, specialism is neces- 
sary. However, throughout this volume emphasis is placed on 
the importance of training and experience in general surgery 
before specialty surgery is undertaken. 

This second edition of an excellent work presents extensive 
improvements and revisions in all chapters. The greatest change 
is in massive enlargement of the material on cardiovascular 
surgery, owing to its tremendous development since the first 
edition. The number of illustrations has also heen increased 
markedly. 

Included in the volume are cardiovascular, thoracic, ortho- 
pedic, neurologic, plastic, gynecologic, and urologic surgery. 
Ophthalmology and otorlaryngology are omitted largely because 
they are less distinctly related to general surgery. In order to 
stress that perfection in technic alone does not make a surgeon, 
pertinent data on indications for operation, preoperative and 
postoperative care, and results are presented. 

Sixty-seven recognized leaders in specialty surgery were 
chosen as contributing authors. Their clear descriptions of pro- 
cedures found to be most effective have resulted in a text of 
highest standards. 


B&B FUNDAMENTAL CONSIDERATIONS IN ANESTHESIA. By 
Charles L. Burstein, M.D., Chief, Department of Anesthesiology, The 
Hospital for Special Surgery; Attending Consultant in Anesthesia, Vet- 
erans Administration Hospital, Bronx, N.Y.; Associate Clinical Professor 
of Anesthesiology, New York University Post-Graduate Medical School. 
Ed. 2. Cloth. Pp. 219, with illustrations. Price $5.5@. The Macmillan 
Company, 60 Fifth Ave., New York 11, 1955. 


What is covered in this book is pretty much what the title 
suggests it will be—the most important disturbances that the 
anesthetist must deal with. There is no attempt to be complete, 
but the subject is covered well and in sufficient detail to answer 
the reader’s questions or at least equip him to find the answers 
in a more detailed work. 

The book is opened with a short review of pertinent mate- 
rial dealing with the autonomic nervous system and the respira- 
tory pattern during general anesthesia. Subsequent to this, 
chapters are devoted to respiratory disturbances, laryngeal 
spasm, circulatory disturbances, parasympathetic reactions, gas- 
trointestinal autonomic reactions, pulmonary control, skeletal 
muscle relaxants, and autonomic-ganglionic blocks. 

The text was evidently written with care and frequent use 
is made of illustrations and diagrams. While this book is pri- 
marily directed to students, its conciseness should make it of 
definite value to those who are concerned with becoming profi- 
cient in anesthesiology. 


b& THE JOINTS OF THE EXTREMITIES. A Radiographic Study. 
sy Raymond W. Lewis, M.D., Formerly Director, Department of Radi- 
ology, Consultant in Roentgenology, The Hospital for Special Surgery, 
New York, New York. Cloth. Pp. 108, with illustrations. Price $8.50. 
Charles C Thomas, Publisher, 301-327 E. Lawrence Ave., Springfield, 
1955. 


This monograph, written principally for radiologists and 
orthopedic surgeons, is not intended as a comprehensive treatise. 
Emphasis is on novelty—non-routine methods and non-routine 
ideas—and in some cases originality. It is designed to make 
available methods, observations, and ideas not in common prac- 
tice, but which have been established as useful. It also presents 
some of the less common pathologic conditions of joints of the 
extremities for those unfamiliar with them and to refresh the 
minds of others. 

Proper methods and technics are described for obtaining 
satisfactory radiographs of joints in less common positions, 
where standard procedures would result in pain or discomfort 
to the patient. In addition, the author stresses the importance 
of roentgen study of the soft tissues surrounding extremity 
joints to facilitate early diagnosis of disease which might later 
cause bone or cartilage damage. 

The illustrations and drawings, which are numerous, have 
been executed with extreme care. While no attempt at a com- 
plete bibliography has been made, some references are given for 
pertinent and helpful material. Indexing is adequate, and the 
hook is typographically excellent. It should prove of great in- 
terest to those for whom it is intended. 
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Sulfur metabolism and nutrition 
in the treatment of cataract 
—Ruddy 


(Continued from page 118) 


It has been shown that general metabolic disturb- 
ances have an influence in the determination of cataract 
and that the occurrence of cataract is the direct result 
of these processes acting upon the lens through their 
effects on general metabolism. 

Biochemical research in enzyme chemistry has 
proved that the vital factor involved in development of 
these retrogressive changes is the decrease of the 
sulfhydryl tripeptide, glutathione, in muscle and lens 
fibers. With the loss of glutathione the vital power of 
oxidation fails: It has been proved that the addition of 
sulfhydryl increases oxygen uptake and that all en- 
zymatic reactions must be reversible. 

With the objective of supplying a treatment that 
might improve nutritional and metabolic disturbances 
or deficiencies, the oral use of a sulfhydryl-containing 
compound has been carried out over a period of several 
years and applied to cataract cases in routine clinical 
practice. 

The medication, a brand of calsulfhydryl, is non- 
toxic and can be administered orally as recommended, 
three times a day during or after meals, for extended 
periods without producing harmful side-effects. It 
contains a labile sulfhydryl group and has been shown 
to react in vivo as would be expected of a sulfhydryl 
compound. 

The favorable results that have been observed indi- 
cate that this method of treatment meets the require- 
ments of supplying nutritional factors that have been 
shown to decrease during the process of aging and 
cataract formation in the lens. 

The theory that sulfhydryl-containing compounds 
serve as detoxifying agents has been advanced by many 
workers. 

Added to the wealth of evidence supporting the 
rationale of the use of a compound of this nature is the 
estimation that approximately half the enzymes known 


are sulfhydryl enzymes. 
3780 Wilshire Blvd. 
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